NAL THE SOUTHERN MEDICAL ASSOCIATION 


FEBRUARY, 1956 Volume 49 Number 


A REVIEW OF EXPERIMENTAL STUDIES UPON THE t@giocy OF CARCINOMA OF 
SeReeeEeO HUMANS AND ANIMALS—William L. Williams and Cyrus C. 


RUMRERMEEITMEGABDGMINAL AND RETROPERITONEAL VISCERA AS IT CONCERNS 
Cash King 109 


OF CHEST LESIONS IN CHILDREN—Samuel Chapman 119 


THE PRESENT DAY TREATMENT OF PULMONARY 
REVIEW OF 143 CONSECUTIVE OPERATIONS—Robert K. 
Oliver, Sim Penton, Sal and E. Hale, Jr........ 125 


COMPENSATORY. RENAL WYPERTROPHY AND THE ANTERIOR PITUITARY—Thomas 


4 
THE TREATMENT OF HMOPERABLE PROSTATIC CARCINOMA WITH RADIOACTIVE 
 SOLD—Miles W. Thomley, Louis M. Orr, and James L. Campbell 146 


DERMATOLOGIC MANAGEMENT OF PRURITUS—Ray ©. Noojin 


4a AND COMPLICATIONS OF STEROID THERAPY FOR: PEMPHIGUS 


* STUDY OF -yAiiOUS TYPES OF EYE INJURIES—K. W. Cosgrove, J. F. Herry, oy and 
GOLDEN ERSARY 1956 


£ 
(3 } q 
<3 
. 
ta 
Ti 
| 
| RUCTION IN RADIOLOGIC STUDY OF THE GASTRO- 
Osheroff 
a be: 
| 
4 


FEBRUARY 1956 


VOLUME 49 NUMBER 2 


Southem Medical 


JOURNAL OF THE SOUTHERN MEDICAL ASSOCIATION 


Editor 
R. H. Kampmeier, M.D. 


Managing Editor 
V. O. Foster 


Business Manager 
Robert F. Butts 


EDITORIAL BOARD 


Surgery 
William F. Rienhoff, Jr., M.D. 


Otolaryngology 
Francis E. LeJeune, M.D. 


Orthopedics 
Lenox D. Baker, M.D. 


Proctology 
Curtice Rosser, M.D. 


Obstetrics 
Gynecology 
Willis E. Brown, M.D. 


Pediatrics 
Preston A. McLendon, M.D. 


Urology 
Charles Rieser, M.D. 


Dermatology 
John H. Lamb, M.D. 


Pathology 
J. F. A. McManus, M.D. 


General Practice 
Stanley A. Hill, M.D. 


OFFICERS 


President 
W. Raymond McKenzie, M.D. 


President-Elect 
J. P. Culpepper, Jr., M.D. 


First Vice-President 
W. K. West, M.D. 


Second Vice-President 
Denton Kerr, M.D. 


Published monthly by the Southern 
Medical Association, Empire Build- 
ing, Birmingham 3, Alabama. An- 
nual subscription, $10.00. Single 
copies, $100 each. Copyright, 
Southern Medical Association, 1956. 


Entered as second-class matter at 
the Post Office at Birmingham, 
Alabama, under Act of March 3, 
1879. Acceptance for mailing at 
special rate of postage provided 
for in Section 1103, Act of Oc- 
tober 3, 1917, authorized Decem- 
ber 20, 1921. 


Continued from cover 1 


INJURIES OF THE EXTREMITIES: THE MOST COMMON AMONG 
MOTORING CASUALTIES—Jacob Kulowski........................ 16 


PROPHYLACTIC USE OF QUINIDINE FOLLOWING MYOCARDIAL IN- 
FARCTION—John A. Boone and Anthony Pappas... 169 


CASE REPORT 
ACUTE DORIDEN INTOXICATION—Hubert H. Blakey, Thad Bar- 


TOO MUCH DORIDEN—Norman 


THE SURGERY OF BILIARY DISEASES IN CHILDREN—W. Edward French | 115 


THE PAST IS PROLOGUE—SOUTHERN PUBLIC HEALTH PIONEERING— 


PICTURE OF DR. JOHN PETTIS CULPEPPER, JR., PRESIDENT-ELECT, 
SOUTHERN MEDICAL 1% 


John Pettis Culpepper, Jr., President-Elect 
The Management of the Patient with Diverticular Disease 
The Physical Examination 
Aldosterone 
Twenty-Five Years Ago 


BOOKS RECEIVED .... 


OFFICERS OF THE SOUTHERN MEDICAL ASSOCIATION 1955-1956 ..... 


| STAFF . () ON ES 
| 
po RENAL DEFICIENCY ASSOCIATED WITH SECONDARY SHOCK—Virgil 
| 


VOLUME 49 SOUTHERN MEDICAL JOURNAL 1 


ew Irinidex solution 


products of 


BAXTER LABORATORIES, INC. 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 
SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES + EVANSTON, ILLINOIS 


2 
400 calories per liter — 
Travert® 10% with therapeutic formula vitamins in water 
fe VITAMINS IN WATER, provides more than 10 times 
att thigmine, pyridoxine, arid niacinamide, and more: 
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‘OINTMENT 


helps protect the infant’s skin against 
Caper (ammoniaca dermatitis) irritation excoriation 


DESITIN OINTMENT covers the infant’s skin with a sooth- 
ing, protective, healing coating which is largely imper- 
vious to and helps guard against irritation, rash, and 
maceration caused by urine, excrement, perspiration 
and secretions. This preventive action of Desitin 
Ointment persists all through the night...when baby 

is particularly vulnerable to painful skin excoriations. 


Nonsensitizing, nonirritant Desitin Ointment. . rich in cod liver oil 
.. successfully used on millions of infants for over 30 years. 


for samples and literature please write.... 


@ tubes of 1 oz., 
DESITIN CHEMICAL COMPANY 
- 1. Grayzel, H. G., Heimer, C. B., and Grayzel, R. W.: New York St. J. Med. 
@ 1 Ib. jars. 53:2233, 1953. 2. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of 


Pediatrics 68:382, 1951. 3. Behrman, H. T., Combes, F. C., Bobroff, A, and 
Leviticus, R.: Ind. Med. & Surgery 18:512, 1949. 4, Turell, R.: New York St. 
J. Med. 50:2282, 1950. 5. Marks, M. M.: Missouri Med. 52:187, 1955. 
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nasal wit 


1. PRESERVATIVES 


PRESERVATIVES ANO ANTE 


AMMONIUM SALTS 


Formula: Desoxyephedrine 
0.28%, in an isotonic aqueous | 
0.02% Laurylammonium Sacch 
Maleate. Flavored—0.0 
in2 


3 
RELIEVE NASAL CONGESTION SAFELY © 
4 
WHATEVER THE CASE WHATEVER THE CAUSE 
BACTERICIDAL! ALSO EFFECTIVE AGAINST 
ANTIBIOTIC RESISTANT STRAINS OF BACTERIA! 
n superior to 
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For all youngsters, V1-Daytin’s a honey- 


colored treat with a citrus aroma and 
delicious lemon candy flavor. To mothers, it 
means no refrigeration, no-pre-mixing, 
no coaxing at vitamin time. 
And physicians know Vi-DayLin as the 
nutritional formula for growing children 
. +. a one-a-day teaspoonful of eight 
essential vitamins (including 3 mcg. of body- 
building B,2). In 3-fl.oz., 8-fl.oz. 


and economical pint bores. 


teaspoonful of 
VI-DAYLIN contains: 


«+.» and for infants, 


VI-DAYLIN 
DROPS 


56 5 
| 
: Pyridoxine Hydrochloride... 0.5 mg. 
WN Ascorbic Acid... ........ 40 mg. 
me, WF | 


in arthritis 
and 
allied disorders... 


nonhormonal anti-arthritic 


BUTAZOLIDIN 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 
BUTAZOLIDIN “...produces more than a simple analgesic effect in 
rheumatoid arthritis." 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 
of “remission” or “major improvement.” 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 


(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 
Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1:168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39: 405, 1955. 


BuTazo.ioin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
siiss In Canada: Geigy Pharmaceuticals, Montreal 
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combines tension-relieving Butisol Sodium 
with spasm-relaxing natural belladonna 


..- both agents have approximately 
equal durations of action (no over- 
lapping sedation or inadequate 
spasmolysis). 

..-less danger of accumulation or 
development of tolerance from 
Butisol Sodium—even with fre- 


quent, prolonged use. | 


Each tablet or 5 cc. (one teaspoon- 
ful) of Butibel represents: 
Butisol Sodium 10 mg. (1% gr.) 
Ext. Belladonna 15 mg. ("4 gr.) 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


*Trade-mark 
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Acetazolamide Lederle 


non-toxic « non-mercurial + one tablet daily 


DIAMOX Acetazolamide has shown highly favorable results 
in the treatment of premenstrual tension. It mobilizes 
excess body fluids and produces a marked diuresis. 
Patients report increased general comfort and a noticeable 
lessening of tension. Simple oral dosage facilitates 
effective treatment: one tablet daily, beginning 5 to 10 days 
before menstruation, or at the onset of symptoms. 


Many other uses for DIAMOX! In cardiac edema, acute 
glaucoma, epilepsy, obesity, and the toxemias and edema 
of pregnancy. Now the most widely used drug of its kind. 


Scored tablets of 250 mg. Vials of 500 mg. 


PREG. U.S. PAT. OFF. 


( Lederle ) LEDERLE LABORATORIES DIVISION awerscav Cpanamid commary PEARL RIVER, NEW YORK 
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AN ADVANCE IN ACTH THERAPY 


By minimizing the therapeutic “ups 
and downs” which may occur during 
therapy with ACTH-in-gel, truly long- 
acting Cortrophin-Zine provides a 
smooth corticotropin action for 1 to 3 
days. 


Cortrophin-Zine is convenient to ad- 
minister. It is an aqueous suspension 
which flows easily through a 24-gauge 
needle, eliminating preheating, clog- 
A development of ging syringes, and heavy-gauge needles 


to add to the pain. 
Organon INC. 
ORANGE,N. J. Supplied: In 5 ce vials, each ce contain- 


ing 40 U.S.P. units of corticotropin 
with 2 mg of zinc. 


*T.M.—Cortrophin tOrganon brand of 
Corticotropin-Zine Hydroxide—Patent Pending. 
Available in other countries as Cortrophine-Z. 
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} biliary dysfunction 


in ‘‘chronic constipation’’ patients 


Other symptoms of dyspepsia, such as flatulence, 
intestinal atony, and belching—along with the patient’s 
chronic constipation—may indicate a functional 
disorder of the biliary tree. 


chronic constipation.” 


1 or 2 Neocholan tablets t.i.d.—with meals—is the usual effective dosage. 
As symptoms improve the dose may be decreased to 1 or 2 tablets daily. 
Each Neocholan tablet supplies Dehydrocholic Acid 250 mg. (334 grs.); 
Homatropine Methylbromide 1.2 mg. (1/50 gr.); Phenobarbital 8.0 mg. 
(4% gr.). Bottles of 100 and 1000 coated, yellow tablets. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, Inc. Indianapolis 6, Indiana 


for other signs of 
gratif Vv nt with > 
| gratifying improvement with 
proper drainage of bile into the duodenum. 


When hypertension 
is no longer mild... Treatment can still be 
Effective...Safe...Easy 


Rauwilc 


In to severe hypertension 


Each slow-dissolving tablet contains 1 mg. 

-Rauwiloid (alseroxylon) and 3 mg. Veriloid 
(alkavervir)...permits lower, better-tolerated 
doses of Veriloid to exert full effect. Initial 
dose, one tablet t.i.d., p.c. 


In severe, intractable hypertension . 


Provides smoother, less erratic response to oral 
hexamethonium and permits greatly reduced 
dosage of the latter drug (up to 50% less). Each 
tablet contains 1 mg. Rauwiloid and 250 mg. 

hexamethonium chloride dihydrate. Initial 
dose, % tablet q.i.d. 


LOS ANGELES 
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in whatever potency 
each patient may require 


By facilitating the optimal analgesic medication of each patient 
without risk of addiction, PHENAPHEN and PHENAPHEN WITH CODEINE 
have proven their wide range of clinical usefulness — for cases of 
simple headache to many of late cancer. 


True pharmacodynamic synergism enhances the therapeutic poten- 
cy of each of the 4 forms available for discriminating prescription: 


PHENAPHEN 
— basic non-narcotic formula 
Each brown and white capsule contains: 


Acetylsalicylic acid (2% gr.)........ 162 mg. 
PRenecetin 194 mg. 
Phenobarbital (% gr.).......cssesseee 16.2 mg. 
Hyoscyamine sulfate (!/999 gr.)..0.031 mg. 


Phenaphen No. 3 

PHENAPHEN 

with CODEINE PHOSPHATE 14 GR. 

Each black and green capsule contains: 


The basic phenaphen formula plus 
Codeine phosphate (1 gr.).......... 32.4 mg. 


Phenaphen No. 2 

PHENAPHEN 

with CODEINE PHOSPHATE 1% GR. 

Each black and yellow capsule contains: 
The basic phenaphen formula plus 
Codeine phosphate (% gr.).......... 16.2 mg. 


Phenaphen No. 4 

PHENAPHEN 

with CODEINE PHOSPHATE 1 GR. 

Each green and white capsule contains: 
The basic phenaphen formula plus 
Codeine phosphate (1 gr.)............ 64.8 mg. 


A. H. ROBINS CO., INC. * Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


wih 


ae aa (free from risk of addiction) 
e 
e 
4 
4 
= 
e 


VOLUME 49 SOUTHERN MEDICAL JOURNAL 


nonsensitizing ... rapid acting .. . topical anesthetic 


xXYLOCAINE® OINTMENT asrna 


(Brand of lidocaine*) 
a new form of the widely accepted Xylocaine Hydrochloride solution 
@ Xylocaine Ointment provides unusually 


rapid, and deeply penetrating anesthesia 
without the drawback of toxicity, sensitization 


or irritation. Xylocaine is unique in this respect. 


@ For use in the control of itching, 
burning and other dermatologic distress. May 
also be applied liberally on skin and 
accessible mucous membranes to prevent pain 
during examination or instrumentation. 


@ Available in a water soluble, 
nonstaining vehicle as 2.5% and 5% 
Xylocaine base in collapsible tubes or wide-mouth jars, 
each containing 35 grams (approx. 1.25 ounces). 


Xylocaine Ointment is now made available at the 
request of many physicians, surgeons, and 
thetists who routinely use Xylocaine Solution. 


Astra Pharmaceutical Products, Inc. 
Worcester 6, Massachusetts 


*U. S. Patent No. 2,441,498 
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‘Thorazine’ is available in ampuls, tablets and syrup, 
as the hydrochloride; and in suppositories, as the base. 


‘Thorazine’ should be administered discriminately; 
and, before prescribing, the physician should be fully 
conversant with the available literature. 


for emergencies—always carry ‘Thorazine’ Ampuls in your bag 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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precision and 
performance 


RIB-BACK 


SURGICAL BLADES 


BARD-PARKER RIB-BACK SURGICAL BLADES 
are preferred by the Profession . . . because they know 
that each blade, through continuous inspection—meets 


every specification. 


And, there are other traditionally good reasons why 
there is a preference for B-P RIB-BACK SURGICAL 
BLADES . . . they are always dependable and highly 


economical in performance. 


Ask your dealer 
BARD-PARKER COMPANY, INC. 
Danbury Connecticut, U.S.A. 


| 
‘BARD-PARKER 
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\ \ | 


16 SOUTHERN MEDICAL JOURNAL FEBRUARY 1956 


non-narcotic 
cough 
specific 


Avoids habit formation, 
addiction; does not cause 
drowsiness, nausea, or 
constipation; yet 10 mg is 
equal to 15 mg codeine 
in cough suppressant 
effect. Tablets, 10 mg; 
syrup, 10 mg/4 cc. 


ROMILAR 
EXPECTORANT 


Provides 15 mg Romilar, 90 mg 
of ammonium chloride per 
teaspoonful, in a pleasing citrus 
flavored vehicle which effectively 
masks the taste of NH,CI. 


Romilar ® Hydrobromide—brand of 
dextromethorphan hydrobromide 


Hoffmann-La Roche Inc 


Nutley, New Jersey 


Original Research in Medicine and Chemistry 
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in URINARY DISTRESS 


(Brand of Phenylazo-diamino-pyridine HCl) 


provides gratifying relief in a matter of minutes 


Painful symptoms impel the patient with acute or 
chronic pyelonephritis, cystitis, urethritis or prostati- 
tis to seek your aid. In the interval before antibiotics, 
sulfonamides or other antibacterial measures can 
become effective, the nontoxic, compatible, analgesic 
action of Pyripium brings prompt relief from urgency, 
frequency, dysuria, nocturia or spasm. At the same 
time, Pyripium imparts an orange-red color to the 
urine which reassures the patient. Used alone or in 
combination with antibacterial agents, Pyripium may 


be readily adjusted to each patient by individualized 
dosage of the total therapy. 


SUPPLIED: In 0.1 Gm. (1% gr.) tablets in vials of 12 and 
bottles of 50, 500, and 1,000. 

Pyripium is the registered trade-mark of Nepera Chemical Co., Inc., for 
its brand of phenylase-diamino-pyridine HCI. Sharp & Dohme, Division 
of Merck & Co., Inc., sole distributor in the United States. 


SHARP & DOHME 
Philadelphia 1, Pa. 
Division of Merck & Co., Inc, 
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5% FETAL SALWAGE 


From the ripe golden beauty of the fruit 
comes an influence for the finest fruition 
of all—the ripe offspring of love—children 
of today, men of tomorrow. A synergistic 
combination of hesperidin and ascorbic 
acid, Hesper-C is recommended as an 
integral part of any regimen for fetal 
salvage.! Maintaining capillary integrity 
during the critical months* guards against 
abruptio placentae. In 100 patients whose 
420 previous pregnancies resulted in 95% 
fetal wastage, the addition of Hesper-C to 
current therapy completely reversed the 
figure and resulted in 95% fetal salvage.® 


Remember Rx Hesper-C along with your 
usual therapy—it makes the difference. 
Maintain the integrity of the capillaries 
throughout pregnancy. 


difference 


1. Increased fragility of the 
uterine capillaries leads to 
an effusion of blood 
into the decidua basalis. 


This is the beginning of 
2. Abruptio placentae 


DOSAGE: Initially 6 capsules or more 
per day for the first week. Then 4 capsules 
daily. 

SUPPLIED: Hesper-C (hesperidin 100 
mg. and ascorbic acid 100 mg.) capsules 
are available in bottles of 100 and 1000. 


ON YOUR PRESCRIPTION ONLY 
Send for samples and reprints. 


The film “CLINICAL ENZYMOLOGY” 
is now available for showing at medical 
meetings upon your request. And be sure 
to watch for the MED-AUDIOGRAPHS, 
a series of recorded clinical discussions. 


REFERENCES 

1. Dill, L. V., Med. Annals of D. C. 23:12, 1954 
2. Greenblatt, R. B., Obst. & Gyn. 2:5, 1953 

3. Javert, C. T., Obst. & Gyn. 3:4, 1954 
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“judicious combination...” 


for antiarthritic therapy 
SA 


That cortisone and the salicylates have a complementary 
action has been well established.'> In rheumatic conditions, 
functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 


One clinician states: “‘By a judicious combination of the two 
agents . . . it has been possible to bring about a much more 
favorable reaction in arthritis than with either alone. Salicylate 
potentiates the greatly reduced amount of cortisone present so 
that its full effect is brought out without evoking undesirable 
side reactions.”! 


INDICATIONS: 


Rheumatoid arthritis . . . Rheumatoid spondylitis . . . Rheumatic 
fever... Bursitis... Still’s disease... Neuromuscular affections 


EACH TABLET CONTAINS: 


Cortisone acetate ....... 2.5 mg. 
Sodium salicylate ....... 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ...... 60 mg. 
(equivalent to 50 mg. ascorbic acid) * 
Calcium carbonate ...... 60 mg. U.S. Pat. 2,691,662 
1. Busse, :_ Treatment of Rheumatoid 


Combination of Cortisone and 
Clinical Med. 11:1105 (Nov., 


2. coi J., VanCawenberge, H.: Abst. in 
NEW YORK J.A.M.A., 151:248 (1953). 


Staff Meet., 
KANSAS CITY 28:60 ¢ 


SAN FRANCISCO 


T.D., et al.: J.A.M.A., 159:645 (Oct. 
, 1955). 


BRISTOL, TENNESSEE 


The S. E. Massengill company 
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Quickly Relieves Nasal Congestion in Colds, 
Sinusitis, Allergic Rhinitis 


RHINALL noe 


A better nasal medication to assure your patient. 
of prompt, prolonged relief. 
e Safe for children and adults 
No burning or irritation 
No bad taste or after-reactions 
e No risk of sensitization 


contains: 


Phenylephrine Same proven formula available in 1% oz. plastic 
Hydrochloride . . . . 0.15% 
‘Propadrine” Hydrochloride 0.3% Spray bottle. Samples on request. 


In an isotonic saline menstruum 


RHINOPTO COMPANY, DALLAS, TEXAS @ 
Ethical Specialties for the Profession 
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PFIZER LABORATORIES 
Chas. Pfizer & Co., 


| 

of handling and breaking by arthritic fing 

Pink. 1 mg. oral tablets, bott 
«Supplied: Pink. 1 mg. oral tat 


...with irritating discomforts of 


common upper respiratory infections... 


...quick and effective relief with 


Stana 


Each scored tablet contains: Ae 
Clistin Maleate, (Carbinoxamine } 
Maleate, McNeil) Sue. | McNEIL} 
Acetylsalicylic Acid 230 mg. (344 gr.) 
Caffeine 30 mg. ( %er.) | Philadeiphia 32, Pa. 
— colored yellow — : 


Clistanal tablets—100s and 1000s 
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new NEOBON contains 4 factors plus 1... 
for those over 41 


Gonadal Hormone Replacement 
Balanced combination of ethinyl estradiol and 
methyltestosterone 
Hematinic Component 
Iron plus 7 other hematopoietic factors 
Digestant Enzyme Replacement 
Helps insure adequate digestion 
Nutritional Supplement 
9 important minerals, plus essential vitamins 


and the exclusive “PLUS 1” FACTOR 


Protein Improvement 


With lysine, essential amino acid commonly lacking 
in geriatric diets 


Supplied: Bottles of 60 soft, soluble capsules. 


* TRADEMARK 
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ATTACKS IN 3 WAYS 


1. Provides rapid and high This combination “We 
f sulf 

sulfa concentration in the urine, 
provides a 2-prong 

attack on the infection 


and results in 


2. Provides adequate sulfa 


blood levels in the infected pene effective low sulfa 
tissue not reached by the high 


sulfa concentration in the urine. 


3. Provides fast symptomatic —g,oayne (stuart brand of 


H H henylazo-diami ridine HCl 
relief making the patient HC) 
comfortable. aster tothe 


Suladyne treats the infection and at the 
__ time makes the patient m 


a 
‘ 
4 
| 
3 
Ne 
= 
. 
4 
“VTABLETCONTAINS: 
"SUPPLIED: botles of 100 tablets ot all pharmacies. 
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Dip you ever stop to think that 
the many men and women who have 
a hand in the fabrication, assembly, testing, 
etc., of equipment you purchase are, 
in a very major way, responsible 
for its performance in your practice? 
That is why wise manufacturers today consider 
strongly the personal equation along with such 
requirements as high quality purchasing 

and production control. 


WHO PROFITS 


when you buy a Viso-Cardiette? 


There’s a good reason why, at 

Sanborn Company, the employees 

who make the Viso-Cardiette are 

concerned with the manner in which the 
instruments provide, or do not provide, the 
service for which the purchase is made. For, when 
the company makes a profit they receive a 
substantial share of it! This has been going 
on since 1917. Also, the great majority of 
these same men and women own Sanborr. 
Company, being stockholders as well. 


It follows that an employee who 
has a definite stake in the instruments his 
company makes, and the dollars received 

from their sale, takes a lively and 

whole-hearted interest in doing hzs job 

better. You can see this in the daily attitude 

Descriptive literature on the of Sanborn employees. And, they aren’t the 
Viso-Cardiette, and details of only ones who profit from better instruments. 


a 15-day no obligation clinical 
test plan will be ps on request. You do, too, Doctor. 
If you wish a copy of our An- 
nual Report, we will gladly 
send you that also. 


SANBORN COMPANY 


195 MASSACHUSETTS AVE. - CAMBRIDGE 39, MASS. 
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for a greater margin 


security itt 


in corticosteroid therapy HE 


minimizes sodium retention edema 


@ dietary regulation seldom necessary 


~/in theumatoid arthritis: better relief -of pain, 
Swelling, tenderness; diminishes joint stiffness 


intractable better relief of 


“bronchospasm, dyspnea, cough; ‘increases: 
capacity 


collagen diseases and hormone | | 
‘benefits with decreased electrolyte side effects _ 4 


i 


Meticonren is available in n the | 
1 mg., 2.5 mg. and 5 mg. tablets. _ 


MC-J-66-1255 
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6/21/55 DISCHARGE. SUMMARY 


5 this. patient (colored female, age 24) under- 
went an excisional biopsy of a breast tumors (On 5/24 
tumor was ~emoved and patient discharged from hospi-: 


tal on following day. 


On 5/23/5 


On 6/3/55 patient was readmitted pecause of purulent 
discharg on 6/34 hemolytic Staph. 
olated from abscess with the 


aureus (coag- 
following disk sensitivities: penicillin units; 
i 10 mcg- Patient 


erythromycin, 10 mcg; 
was placed on penicillin, its b. iad fF 10 
_daySe On this schedule patient improved put progress 
was unsatisfactory and wound continued to discharge 
small amount of purulent material. 
d and erythromycin 
mgm. 4-i+ a. By 6/17 the dis- 
ound was completely healed 


. _by 6/19. Erythromycin was continued until the patient 
_was discharged from hospital on 6/21. -TempP- was 
normal throughout hospital stay- 


On 6/13 penicillin was discontinue 
started in dosage of 200 
_charge had stopped and Ww 


Final diagnosis: preast abscess due to Staph. aureus. 
Result: rapid and complete recovery on erythromycin 
penicillin. 


following failure of 


Communication to Abbott Laboratories. 


if 
| 
} 
| 
} 
{ 
| 
: 
} 
} 
} 


Now, you can prescribe an antibiotic (Filmtab 
ERYTHROCIN) that provides specific therapy against 
staph-, strep- or pneumococci. Since these 

organisms cause most bacterial respiratory infections 
(and since they are the very organisms most sensitive 
to ERYTHROCIN) doesn’t it make good sense to 
prescribe ERYTHROCIN when the infection is coccic? 


cin 


roc Abbott 


STEARATE 


Since ERYTHROCIN is inactive against gram- 
negative organisms, it is less likely to alter intestinal 
flora—with an accompanying low incidence of side 


effects. Also, your patients seldom get the allergic 
reactions sometimes seen with penicillin. Or 

loss of accessory vitamins during ERYTHROCIN 
therapy. Filmtab ERYTHROCIN (100 


and 250 mg.), bottles of 25 and 100. O8bott 


Abbott 


STEARATE 


®Filmtab—Film sealed tablets; patent applied for 


again 
j 
infectious 
| 
Aide of | 
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the only broad spectrum 
antibiotic preparation that... 


1 provides the antimicrobial 
activity of tetracycline 


Because it contains Steclin (Squibb Tetracycline), 
the well tolerated broad spectrum antibiotic, 
MYSTECLIN is an effective therapeutic agent for 
many common infections. Most pathogenic 
bacteria, as well as certain large viruses, certain 
Rickettsiae, and certain protozoans, are 
susceptible to Mysteclin. 


2 protects the patient against 
monilial superinfection 


Because it contains Mycostatin (Squibb Nystatin), 
the first safe antifungal antibiotic, MYSTECLIN 

acts to prevent monilial overgrowth frequently 
observed during broad spectrum antibiotic therapy. 
Manifestations of this overgrowth may include some 
of the diarrhea and anal pruritus associated with 
antibiotic therapy, as well as vaginal moniliasis 
and thrush. On occasion, serious and even fatal 
infections caused by monilia may occur. 


Niysteclin 


STECLIN-MYCOSTATIN 
(Squibb Tetracycline-Nystatin) 


Each MYSTECLIN Capsule contains 250 mg. Steclin (Squibb Tetracycline) 
Hydrochloride and 250,000 units Mycostatin (Squibb Nystatin). 


Minimum adult dose: 1 capsule q.i.d. Supply: Bottles of 12 and 100. 


SQUIBB 


“MYSTECLIN", "STECLIN’ ANO ‘MYCOSTATIN’® ARE SQUIBE TRADEMARKS 
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Evenly Spaced 
Activity 


Antispasmodic— 
Sedative | 


Economica 


of Be 


SANDOZ pHARMACEUTICALS 
HANOVER, N. J. 
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DISEASE 


FOUR SULFAS FOR GREATER CERTAINTY 


safety e« rapid action e broadest antibacterial spectrum 


DELTAMIDE*’ 


THE PREFERRED QUADRI-SULFA MIXTURE 


Deltamide combines four sulfas for a better therapeutic effect 
and remarkable freedom from toxicity. Deltamide assures: 

® effective blood levels in most patients within an hour 

® increased solubility in the urine © low incidence of sensitization 

© broadest spectrum of antibacterial activity 


Each Deltamide tablet or 5 cc. teaspoonful Tablets: 

of good-tasting suspension supplies: Bottles of 100 and 1000. 

0.111 Gm. 4 and 16 oz. bottles. 


WHEN THE SITUATION CALLS FOR SULFONAMIDES WITH PENICILLIN= 


prescrisne LTC AMIDE w/penicillin 


Each tablet or 5 cc. of the suspension also contains 
250,000 units of potassium penicillin G. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR & COMPANY © KANKAKEE, ILLINOIS 
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combining 


best of the old 


acetylsalicylic acid (325 mg.) 
vitamin C (20 mg.) 


aluminum hy 


droxide (75 mg.) 


best of the new 


METICORTEN (0.75 mg.) 


for relief in 


rheumatic-arthritic 


disorders 


i d 
| 
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NOW... 


relief in 
rheumatic-arthritic disorders 


SIGMAGEN 


TABLETS 


best of the new— 


METICORTEN (0.75 mg.) 


combined with 
the best of the old— 


acetylsalicylic acid (325 mg.) 
enhanced by 

fortifying vitamin C (20 mg.) 
plus aluminum hydroxide (75 mg.) 


Combining the efficacy of the antirheumatic 
and supportive agents in SIGMAGEN provides relief 
at minimal dosages. 


packaging bottles of 100 and 1000. 


SIGMAGEN,* brand of corticoid-analgesic compound. 


METICORTEN,* brand of prednisone, Schering. 


cited, 


SG-J-54 


| AWN 

| 

| 

| 

\ 

L 


VOLUME 49 SOUTHERN MEDICAL JOURNAL | 33 


No other single medication can 


HELP YOUR ANGINAL 
PATIENTS 


in all these 7 ways 


Pentoxulon 


LONG-ACTING TABLETS CONTAINING PENTAERYTHRITOL TETRANITRAT << 10MG. AND RAUWILOID® 1MG. 


® Reduces incidence and severity 
of attacks 


® Increases exercise tolerance 
*® Reduces tachycardia 
* Reduces anxiety, allays apprehension 
® Reduces nitroglycerin need 


® Lowers blood pressure in hypertensives 
—not in normotensives 


® Produces objective improvement demon- 
strable by ECG 


Dosage: One to two tablets q.i.d. 
before meals and on retiring. 


LOS ANGELES 


| 
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published studies * show: 


Improvement is “almost immediate,” with 
“good to excellent results”-in four out of five patients, and 
no postherpetic neuralgia in any patient who responded favorably. 


Protamide is a sterile colloidal solution prepared 
from animal gastric mucosa . . . denatured to 
eliminate protein reaction . . . completely safe and 
virtually painless by intramuscular injection. 


Clinical data on request. 


ue PROTAMIDE feet 


in herpes zoster and post-infection neuritis 
RMAN &. Combes, F. C. & Canizares, 
RR Mace UTC Forces M. J. 1:1045, 1950. 
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for the pain and disability of HERPES Z@STER 
a ® 
q 
| SHERMAN ) 
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In 30 minutes- 
antibacterial 


action begins 


In 24 hours— 

turbid urine 

usually clear 

“*...u appears that Furadantin is 


one of the most effective single agents 
available at this time.’’* 


Furadantin 


BRAND OF NITROFURANTOIN 


@ specific affinity for the urinary tract produces high 


IN antibacterial concentrations in urine in minutes— 
URINA RY continuing for hours 
e hundreds of thousands of patients treated safely 
TRACT and effectively 


IN FE CTIONS e@ rapidly effective against a wide range of gram- 
positive and gram-negative bacteria, including 
many strains of Proteus and Pseudomonas species 
and organisms resistant to other agents 

e@ excellent tolerance—nontoxic to kidneys, liver 
and blood-forming organs 
@ no cases of monilial superinfection ever reported 


SUPPLIED: Tablets, 50 and 100 mg. in bottles of 25 and 100. 
Oral Suspension, 5 mg. per cc. bottle of 118 cc. 


*B R. S.; Holt, S. H., and Siegel, D.: 
M. Soe. 54: 805, 1955. 


EATON LABORATORIES, Norwich, N.Y. NITROFURANS clase of antimicromals 
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le 


varicose veins 


“softer and pliable" 


My-B-Den produces continuous gradual 
‘transformation of scaling. oozing. 
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; 
: 
} 
| 
: 
4 
wrinkly skin...."* As treatment progresses. 
pain itching = 
| See for-yourself how My-B-Den will improve the i 
results of your preferred regimen, Write for 
| = - 
| _. (adenosine-5-monophospliate) Bischoff) 
"AMES COMPANY, INC-ELKHART, INDIANA 
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a new topical anesthetic for oral administration 


XY LOCAINE’ VISCOUS 


(Brand of lidocaine*) 


the most effective anesthetic 


A for the proximal parts of the digestive tract 


® Quick acting with prolonged effect 


—— ®@ High viscosity and low surface tension permit the 
‘ anesthetic, Xylocaine Hydrochloride, to come into 
fe? immediate and intimate contact with the mucous membranes 


Safe... nonirritating . . . nonsensitizing. 
Cherry flavored . . . pleasant and easy to take. 


@ Xylocaine Viscous has proved valuable in the 
**dumping" syndrome, hiccup, pyloric spasm caused 
by peptic ulcer, stomatitis, pharyngitis, esophagitis, 
acute cardiospasm, pylorospasm in infants, 
severe vomiting of pregnancy, esophagoscopy, 
gastroscopy, gastric intubation and gastric lavage. 


® Contains 2% Xylocaine Hydrochloride in an aqueous solution 
adjusted to a suitable consistency with carboxymethylcellulose. 
Cherry flavored for palatability. 


Supplied: In bottles of 100 and 450 cc. 


Average Dosage: One tablespoonful, administered orally. 
Additional information available upon request 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


*U.S. Patent No. 2,441,498 
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WELL ACCEPTED 
FOR EFFECTIVE 
COUGH RELIEF 


pyraldine’ 
and DY No. Z 


Each fluidounce of bright yellow PYRALDINE contains: 


Dihydrocodeinone bitartrate ............. 1/6 gr. 


(Brand of Pyrilamine Maleate) thetic effect in the throat 
Ammonium Chloride .......... nd facilitate 


Amber PYRALDINE No. 2 — 
the basic Pyraldine formula plus 


Phenylephrine Hydrochloride.......... 30 mg. { For added mucosal decongestion 
per fluidounce 


W VANPELT & BROWN, INC., Richmond, Va. 


4 
| | 
' = 
i 
| 4 
| 
5 
7 
4 
4 q 
— 
a 
} 4a 
a 
q ell 
= 
| | 
4 
| 
| 
a 
i| 
| 
| 
| 
| 
a 
— 
* 
4 


In mixed infections... 


mixed pathogens. 


therapy is logical therapy. 


Combined Therapy Broadens the Attack 


For the broad attack required in mixed or 
laboratory-undiagnosed infections, BICILLIN- 
SULFAS unites two distinct approaches— 
antibiotic and chemotherapeutic.*? Because 
these actions complement each other, 
BICILLIN-SULFAS has been shown in recent 
clinical studies!.? to offer decisive control over 
a wide range of gram-positive and gram- 
negative infections. 

To provide this expanded attack, BICILLIN- 
SULFAS combines BICILLIN, penicillin noted 


for surety of absorption, and SULFOSE®, 
triple sulfonamide noted for maximal effi- 
cacy and renal safety. 


Supplied: Tablets, bottles of 36. Suspension, bottles 

of 2 and 8 fi. oz. Each tablet or 5-cc. teaspoonful 

contains 150,000 units of BICILLIN and 0.167 Gm. 

each of sulfadiazine, sulfamerazine, and sulfamethazine. 

1. Daly, J.W.: Antibiot. & Chem. 4: 687 (June) 1954. 

2. Bohne, A.W., and Chase, W.E.: Am. J. M. Sc. 
In press. 


3. Editorial: J.A.M.A. 159:1459 (Dec. 10) 1955. 


SUSPENSION 


TABLETS 


CO-OPERATIVE-THERAPY 


Dual Action in 
Dermatoses 


TERRA-CORTRIL 


brand of oxytetracycline and hydrocortisone 
topical ointment 


*Trademark 


supplied: in !4-oz. tubes; 3% oxytetracycline 
hydrochloride (TERRAMyCcIN®) and 1% hydro- 
cortisone, free alcohol (CorTRIL®) in a specially 
formulated, easily applied ointment base. 


also available: Cortrit Topical Ointment 
and Cortrit Tablets. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Int 
Brooklyn 6, N.Y. 
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Panalyesic 


a strong local analgesic and 
non-irritating counterirritant 
for relief of pain in neuralgia, 
muscular rheumatism and in 
muscular aches and strains. 
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Containing 58% salicylates (methy] salicylate 
and aspirin), with menthol and camphor, in 
an alcohol-oil base, Panalgesic provides 
prompt relief of muscle, nerve, or joint pains. 
A green liquid, Panalgesic is virtually non- 

easy and does not stain the clothing. 

analgesic is issued in 2-ounce bottles and 
in half-gallon dispensing bottles. 


wn.P. Poythress ¢ he. 


RICHMOND 17, VIRGINIA 
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(Dihydrocodeinone with Homatropine Methylbromide) 


BETTER THAN CODEINE FOR COUGH’ 


BETTER THAN CODEINE PLUS APC FOR PAIN’ 


ENDO PRODUCTS INC. 
RICHMOND HILL 18, NEW YORK 


NOW... 


Federal law 
permits oral 
Prescription 


or tablet: 
HYCODAN contains 5» 
_dihydrocodeinone bitarir: 
and 1.5 mg. Mesopin. 
“be habit-forming. Ayers 
adult dose, 1 teaspoonful 


4 
tablet after m eals an i 
a 
a FASTER 
| 
LONGER-LASTING 
e 
t | MORE THOROUG 
~ 
Dihydrohydroxycodeinone and Homatropine, plus Scored, yellow oral tablets. 
dose, 1 tablet q. 6h. 
A J ® Wu M: J. 104: 37, 19 
2, Piper, C. E., and Nicklas @ 
| 


“an alliance 
of, the classic 


THEOMINAL 


(Theominal with Rauwolfia serpentina) 


Now you can give your hypertension patients the compound therapeutic 
advantages of two most successful hypotensive agents: Theominal (theobro- 
mine and Luminal®) and the widely recommended Rauwolfia serpentina 
alkaloids. 


Better Control of Cardiovascular and Subjective Symptoms 
Theominal R.S. combines the vasodilator and myocardial stimulant actions of 
theobromine and Luminal with the moderate central hypotensive effect of Ravu- 
wolfia serpentina. Gentle sedation calms the patient and a feeling of “relaxed 
well being” is established. Headache and vertigo disappear as the blood 
pressure and pulse rate are reduced gradually. 


Good Tolerance Each Theominal R.S. tablet contains: 
Minor side effects — nasal stuffiness, © Theobromine ................:ccc00-..-000..+- 0.32 Gm. 
drowsiness, etc. — may occur in iso- Lumimal 10 mg. 


lated instances. No serious side ef- ° Purified Ravwolfia serpentina 
fects have been reported alkaloids (alseroxylon fraction)....1.5 mg. 


DOSE: One tablet 2 or 3 times daily. 


NEW YORK I8, N.Y. * WINDSOR, ONT. bottles of 100 and 500 tablets. 


Also available as before Theemi 
THEOMINAL (Each tablet contains theobromine 0.32 Gm. and Luminal 32 mg.) and car oak 


phenobarbital), 
THEOMINAL @) (Each tablet contains theobromine 0.32 Gm. and Luminal 15 mg.) —_— trademarks reg. U.S. Pat. Off. 
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SMOOTHAGE ACTION IN CONSTIPATION 


Roentgenographic pattern of colon mass propulsion: 


(1) Ascending colon filled. 
(2) Unsegmented mass propelled through 


(3) Propulsive force follows mass through re. 
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transverse colon. 
colon. 


(4) Pelvic colon reservoir filled. 


Reestablishing Bowel Reflexes with Metamucil? 


Nervous fatigue, tension, injudicious diet, failure to establish regularity, too little 
exercise, excessive use of cathartics—all factors which contribute to constipation. 


Sufficient bulk and sufficient fluid form the basic 
rationale of treatment of constipation with 
Metamucil. 

Metamucil (the mucilloid of Plantago ovata) 
produces a bland, smooth bulk when mixed with 
the intestinal contents. This bulk, through its mass 
alone, stimulates the peristaltic reflex and thus 
initiates the desire to evacuate, even in patients in 
whom postoperative hesitancy exists. 

Such gentle stimulation is of distinct advantage 
in reeducating and reestablishing those reflexes 
whichcontrol bowel evacuation. Many factors may 
pervert the normal reflexes, causing finally chronic 
constipation. Among them are: nervous fatigue 
and tension, improper intake of fluid, improper 
dietary habits, failure to respond to the call to 
stool, lack of physical exercise and abuse of the 
intestinal tract through excessive use of laxatives.? 

Correction of constipation logically, therefore, 
lies in the suitable adjustment of these factors. The 
characteristics of Metamucil permit the correction 
of most of these factors: it provides bulk; it de- 


mands adequate intake of fluids (one glass with 
Metamucil powder, one glass after each dose); it 
increases the physiologic demand to evacuate; and 
it does not establish a laxative “habit.”” Metamucil, 
in addition, is inert, and also nonirritating and 
nonallergenic. 

The average adult dose is one rounded teaspoon- 
ful of Metamucil powder in a glass of cool water, 
milk or fruit juice, followed by an additional glass 
of fluid if indicated. 

Metamucil is the highly refined mucilloid of 
Plantago ovata (50%), a seed of the psyllium 
group, combined with dextrose (50%) as a dis- 
persing agent. It is supplied in containers of 4, 
8 and 16 ounces. G. D. Searle & Co., Research in 
the Service of Medicine. 


1. Best, C. H., and Taylor, N. B.: The Physiological Basis of 
Medical Practice: A Text in Applied Physiology, ed. 5, Balti- 
more, The Williams & Wilkins Company, 1950, pp. 579-583. 
2. Bargen, J. A.: A Method of I g Function of the 
Bowel, Gastroenterology /3:275 (Oct.) 1949, 
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if 

your 
patients 
remember 


this... 


PHOTO CREDIT: COURTESY CHICAGO HISTORICAL SOCIETY, J. C. KEOGH 


they 


may need 


new NEOBON’s*4 factors, plus 1 


(for those over 41) 


* Gonadal Hormone Replacement 
(balanced combination of ethinyl estradiol 
and methyl testosterone) 


* Hematinic Component 
(iron plus 7 other hematopoietic factors) 


* Digestant Enzyme Replacement 
(helps insure adequate digestion) 


* Nutritional Supplement 
(9 important minerals, 11 essential vitamins) 


and the exclusive “plus 1” factor 


* Protein Improvement 
(with lysine, essential amino acid commonly 
lacking in geriatric diets) 


for 5 common problems of aging 


Literature? Write... Chicago 11, Illinois 


: j 
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| Fat intolerance dyspepsia 
FOR YOUR PATIENTS WITH Irritable bowel syndrome 


OXSORBIL Capsules will permit the inclusion of suitable 
dairy and vegetable fats in the patient’s diet. 


POLYSORBATE 80 MAKES THE DIFFERENCE 


This well balanced choleretic, cholagogic formula comes in two forms. 


-OXSORBIL PB. J OXSORBIL 


(contains phenobarbital and Plain 


belladonna 
for patients also 
® requiring spasmolysis 


and sedation) 
IVES-CAMERON 
COMPANY Bottles of 100 capsules 
Philadelphia 2, Pa. Literature on request 


In treatment and eradication of pinworms and round- 

worms, clinical investigators found Vermizine notably (p ) 

effective. 
Oxyuricidal properties of Vermizine’s principal ingre- : 

dient— Piperazine Gluconate—accomplish rapid reduction 

and elimination of infestations, both in children and adults. 

Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 


| Compounded in a pleasing strawberry-flavored syrup, 
Vermizine is highly acceptable—even to small children. 


Supplied: Gallons, Pints, 8-oz. Bottles. 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, lilinois 
Pacific Coast Branch 
381 Eleventh St., Son Francisco, Calif. 
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Galibladder dysfunction 
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| 
VERMIZINE 
| Most Potent Anthelmintic SS 
| | against PINWORMS (Oxyuriasis) ano ROUNDWORMS (Ascariasis) : 
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Day after day a steady stream of problems... 
and every answer is important 


Lavsinable aids in the critical task of diagnosis are 
radiographs rich in detail—correct in contrast. 

The consistent high quality of Kodak Blue Brand 
X-ray Film—package after package—does 
full justice to day-in and day-out consistently good 
x-ray technic. 


Order from your Kodak x-ray dealer 
EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
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In 
premature 
labor 


(H.W.&D. Brand of Lututrin) TABLETS 


- for the relief of 
uterine contractions 


LUTREXIN is a new, water soluble, non steroid, uterine 
relaxing factor—a new ovarian hormone entirely unlike estrogen 
or progesterone—which has been isolated from the ovary. 


LUTREXIN produces demonstrable blood levels thirty 
minutes after oral administration. 


In a preliminary study, Majewski and Jennings? report that 
the use of LUTREXIN has produced favorable results in 80% of 
clinically diagnosed cases of premature labor. 

Supplied in bottles of 25—1000 unit tablets. 


1. Jones, Georgeanna S. and Smith, Frank: Am. J. Obstet. Gynecol., 
Vol. 67: No. 3, 628-633, 1954. 


2. Majewski, J. T. and Jennings, T.: Obstetrics & Gynecology, 
Vol. 5, No. 5, 1955. 


HYNSON, WESTCOTT & DUNNING, INC., Baltimore, 1, Md. 
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Memphis, Tenn. 


DUE TO THE HIGH INCIDENCE of carcinoma of 
the cervix, the second most frequent cancer in 
women in the United States, the factors which 
influence its occurrence have recently received 
more well deserved attention. Measures to de- 
crease the morbidity and mortality of this dis- 
ease have dealt primarily with advances in the 
technics of treatment and accuracy in diagno- 
sis. The focus currently has been directed 
toward investigation of the values of cytologic 
technics in screening for uterine cancer! ? 4 
to accomplish early diagnosis. This will be 
referred to later in this review. Reports sug- 
gesting the potential value of prophylaxis* 
have been somewhat obscured by the volumi- 
nous literature reporting and evaluating new 
or modified technics for surgical and radiation 
treatment. 


This report deals with some of the pertinent 
available evidence and our current investiga- 
tions directed toward the further study of the 
pathogenesis and natural history of carcinoma 
of the cervix. Such knowledge can contribute 
significantly to prophylaxis and early detec- 
tion and diagnosis of this disease. There is 
a good basis for the thesis that cervical carcino- 

*Read before the Section on Pathology, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


tDivision of Pathology and Microbiology, The University 
of Tennessee, Memphis, Tenn. 

Original investigations reported in this paper were sup- 
ported in part by grants C-1209, CS-9210, CS-9211 from the 


Cancer Institute of the National Institutes of Health, 
USPHS. 


A Review of Experimental Studies 
Upon the Etiology of Carcinoma of 
the Cervix 1n Humans and Animals: 


WILLIAM L. WILLIAMS, M.D., and CYRUS C. ERICKSON, M.D.,t+ 


The part that inflammation, pregnancy or hormones play in the pathogenesis of carcinoma of the 
uterine cervix is far from established. A review of the literature and certain 
experimental work seem to indicate that they may play a part in etiology of malignant change. 


PUBLISHED BY 
SOUTHERN 
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genesis is a progressive developmental process. 
This includes the atypical cytologic manifes- 
tations of varying degrees which may be found 
in the cervical or endocervical epithelium, 
mimicking the cytologic characteristics seen 
in invasive cancer to a greater or lesser degree. 
These changes may progress sequentially 
through stages to what is known as intra- 
epithelial or in situ carcinoma and then to 
invasive clinical cancer. This concept of the 
development of the lesion within the endo- 
cervix, by progression from the hyperplasia 
of reserve or basal cells®.* beneath the col- 
umnar epithelium with ensuing epithelial 
metaplasia and the development of nuclear 
atypicalities within this metaplastic epithe- 
lium, stresses the gradual transition from the 
normal to the abnormal. 


Pathogenesis of Carcinoma 


The evidence indicating the relationship of 
invasive carcinoma to intra-epithelial carci- 
noma has been discussed by many authors*® 
and will not be repeated in detail. The cyto- 
logic similarities of these lesions have been 
referred to previously. This fact plus the fre- 
quent association of ayptical cervical and 
endocervical epithelium, varying from mini- 
mal degrees to the typical intra-epithelial car- 
cinoma, in association with invasive cancer is 
the most cogent evidence supporting the re- 
lationship of the two. It must be emphasized, 
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however, that the frequency of this sequential 
progression and the degree of correlation is 
not known. Furthermore, it has not been 
established that all cervical cancer progresses 
through stages of ayptical epithelium and 
intra-epithelial carcinoma. The very nature 
of the process makes exact definition and 
diagnosis of the pathologic lesion a decision 
dependent upon experience and correlative 
study. It is our opinion that further investi- 
gation is needed to add to our present knowl- 
edge of the natural history of the disease and 
to more clearly establish the degree and fre- 
quency of this relationship between atypical 
cellular change and cancer. Thus, we have 
studied the validity of this biologic concept in 
animals ane in man, to learn if atypical meta- 
plasia and intra-epithelial carcinoma of the 
cervix are but stages in the evolution of cer- 
vical cancer. 

The causal agent or stimulus for the de- 
velopment of this process and thus invasive 
carcinoma has not been established. It is 
the potential etiologic factors which initiate 
such a process that we will discuss below. A 
“field effect” of the responsible agent or 
agents is suggested by the frequent widespread 
occurrence within the endocervical canal of 
the atypical squamous metaplasia and intra- 
epithelial carcinoma referred to above. This 
“field effect’’ is also stressed by the frequent 
finding of superficial lesions of multiple foci 
of invasive buds. 

The factors playing a part in the etiology 
of carcinoma of the cervix will be discussed 
under three headings: concerning, — (1) in- 
flammation, (2) pregnancy and (3) hormones. 
Such a separation does not imply an individ- 
uality of action but it is hoped will stress 
the importance of inter-relationships and the 
necessity for the consideration of more vigor- 
ous preventive trials. 


Inflammation as an Etiologic Factor 


Inflammation may be defined as the pres- 
ence within the stroma of the cervix of an 
inflammatory exudate which may vary in 
degree from occasional chronic inflammatory 
cells to a massive infiltration of either lym- 
phocytes alone or with polymorphonuclear 
neutrophilic leukocytes. It should be pointed 
out that the tissues studied indicate only the 
degree of inflammation present at the time 
of the study and gives no information con- 
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cerning previous inflammation and potential 
stimulation to cellular change. 

Cervicitis has been widely discussed in the 
past and has perhaps been relegated to a 
minor role in cervical carcinogenesis. Fluh- 
mann,® Meyer!® and Novak! have indicated 
the importance of inflammation in the de. 
velopment of squamous metaplasia. Carmich- 
ael and Jeaffreson,® and Auerbach and Pund® 
found no conclusive relationships in a series 
of cases. Howard, Erickson and Stoddard? in 
a study of 400 uteri removed for noncervical 
disease could not correlate the degree of 
squamous metaplasia with the degree of in- 
flammation. Ninety-eight per cent of their 
cases contained some type of inflammatory 
change. They also noted the presence of in- 
flammation in 100 per cent of their cases of 
squamous metaplasia with atypical cellular re- 
action and intra-epithelial carcinoma. How- 
ever, one follow-up of the 87 cases biopsied | 
to 22 years after an original diagnosis of 
squamous metaplasia indicated that there was 
no evidence of the subsequent development of 
carcinoma.!? Geldblatt'* points out that with 
the metaplasia developing from vitamin A 
deficiency inflammation occurs which he be- 
lieves is coincident with rather than sub- 
sequent to the development of metaplasia. 
Burrows! has pointed out that the presence 
of inflammation usually increases the degree 
of severity of metaplasia. 


The concept that continued irritation or 
stimulation, as may result with chronic inflam- 
mation, may act by increasing the susceptibil- 
ity of the tissue to a carcinogen’ has led to 
many pleas for vigorous treatment of cervicitis. 
Studies of the effect of treatment to date 
have consisted of: (1) proper repair of cer- 
vical lacerations following childbirth, (2) cau- 
terization of cervical erosions and (3) short 
trials of antibiotic therapy, occasionally with 
the presence of cytologic abnormalities in the 
vaginal smears.16 Pemberton and Smith" 
point out that there were no cases of carci- 
noma of the cervix in 1,480 cauterized cer- 
vices in their series. MacFarlene* in her 13 
year follow-up of 666 women also stresses the 
importance of the treatment of cervicitis but 
cautions that one period of antibiotic therapy 
or one cauterization will not prevent recur- 
rences of cervical infection. 


In the light of these concepts it is interest- 
ing to note the statistics of Rothman'® from 
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Mt. Sinai Hospital. In 36,769 admissions of 
Jewish women, from 1940 to 1949, there 
were only seven cases of cervical carcinoma, 
whereas, in 12,648 admissions of gentile wom- 
en of all races in the area, there were 22 
cases of cervical carcinoma. Others have con- 
firmed the general impression that carcinoma 
of the cervix is less frequent in the Jewish 
woman. Rothman indicates in his statistics 
that this lesion is nine times more frequent 
in gentile than in Jewish women. Kennaway’® 
studied the comparative incidence of cancer 
of the uterus in Jewish and in non-Jewish 
women in London, Munich, Amsterdam, Rot- 
terdam, Vienna, Budapest, Sweden, Palestine, 
New York, Chicago, Rochester and Phila- 
delphia. The ratios are rather consistently 
$ to 1 in comparing the percentage of uterine 
cancer to all cancers in gentile and Jewish 
women. He states that “the data collected in 
this paper suggest the existence of two fac- 
tors which may increase the incidence of can- 
cer of the uterus, namely: (1) a factor which 
is opposed by the Jewish practice of absten- 
tion from intercourse during most of the first 
half of the ovulatory cycle; and (2) a factor 
which is intensified in both married and sin- 
gle women by descent in the economic scale.” 
This is in some contrast to the opinions of 
other authors who suggest the possible factor 
of circumcision in the Jewish male. 


The high incidence of circumcision among 
Jewish men has been postulated as the im- 
portant factor in explaining the low inci- 
dence of cervical carcinoma in Jewish wom- 
en,*° whether related to inflammation, car- 
cinogens or smegma. Plaut and Kohn-Speyer,”! 
utilizing horse smegma, in 1947, reported the 
production of three carcinomas of the skin 
and four papillary warts in mice. Pratt- 
Thomas”? describes the production of metas- 
tasizing lesions in the cervix of mice with 
the topical application of smegma. 


Carcinoma of the cervical stump probably 
points to inflammation or some factor of 
stagnation. Braund and Green,?* in 1951, 
pointed out that there had been 318 cases 
of carcinoma of the uterine stumps reported in 
the preceding 10 years; they added 43 more 
cases from the John Gaston Hospital in 
Memphis. It is recognized that many of these 
lesions were present at the time of the original 
surgical procedure;** however, as early as 1933, 
Martzloff?* suggested that the production of 
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abscess pockets within the cervical stump were 
related to the presence of endocervical stric- 
tures. Thus, Lambright and Clement?* and 
others have urged total hysterectomy prophy- 
lactically. 

It has been recognized that carcinoma of 
the cervix, though of low incidence, does 
exist in virgins and women under twenty.27: 28 
Speert believes that the disease in young wom- 
en differs from that in the adult in three 
respects: (1) there is a poorer prognosis; (2) 
there is a preponderance of adenocarcinoma 
over squamous cell carcinoma, two-thirds of 
the young group and 5 per cent or less of 
the adult group having adenocarcinoma; and 
(3) the extreme rarity of the lesion.2® He 
states that he presents the seventh recorded 
case in a girl 12 years of age or less. These 
facts again raise the question of inflamma- 
tion, smegma, pregnancy, hormones, trauma 
and early coitus. Speert believes the high 
incidence of adenocarcinoma in young girls 
is due to the lack of estrogen stimulation of 
the squamocolumnar junction. Gagnon®® re- 
viewed the records in different convents of 
nuns in Canada, covering an average of 13,000 
women over a 20 year period. He found 14 
cases of carcinoma of the uterine corpus but 
no cases of carcinoma of the uterine cervix. 
The ratio of carcinoma of the corpus to car- 
cinoma of the cervix has varied usually from 
1 to 5 to 1 to 8. Taking Meigs’ figures of 
1 to 6 and utilizing the 12 histologically 
proven cases of carcinoma of the corpus, in 
Gagnon’s series he would have predicted 
finding 72 cases of carcinoma of the cervix. 
He surveyed the study of nuns from several 
aspects with the constant finding of an 
amazingly low incidence of carcinoma of the 
cervix in nuns. 


Thus, Gagnon, MacFarlene and many oth- 
ers have voiced a plea for routine pelvic 
examination and preventive therapy of cer- 
vicitis. Our studies on the incidence of in- 
flammatory lesions in animals in relation to 
stimulation by estrogens and the development 
of carcinoma or carcinoma-like lesions of the 
cervix will be discussed later. 


Levin*! stated that syphilis is three times 
more frequent in women with cancer of the 
cervix as in women with cancer of other 
sites and that this is not true in carcinoma 
of the fundus. He pointed out the necessity 
for controls in age, sex and color when deal- 
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ing with this problem. While Belote*? and 
Sorba** agree with this incidence, Levin 
points out that adequate controls are not 
available. However, di Palma*‘ in a statistical 
analysis of 1,637 cases of cervical carcinoma 
noted an 11 per cent incidence of positive 
Wassermann tests which, he states, is an inci- 
dence similar to that of the general hospital 
admissions and is consistent with the findings 
of others. 


The many factors which may play a role 
in the origin of cervical cancer, or perhaps 
influence the incidence of its occurrence, such 
as the age of marriage, the age of first coitus, 
number of pregnancies, the influence of age 
at the first pregnancy, as well as economic 
and dietary effects are again stressed by geo- 
graphical studies. Gault®> pointed out that 
the ratio of cancer of the cervix to that of 
the fundus varied geographically from 3.5 to 
1 in the United States, Europe and Austrlia 
and to 41 to 1 in some Oriental countries. 
Casper** stressed the consistently low but vary- 
ing ratio of cervical to fundal cancer in Jew- 
ish women in various geographical areas. 
Wynder and co-workers’? interviewed 1,900 
patients in the United States and 800 in India, 
more than one-third of whom had carcinoma 
of the cervix. They state that their data sug- 
gest that the highest rate of cancer of the 
cervix is seen in those population groups 
which practice early sexual relations, that 
have a high frequency of marriage and do not 
practice circumcision. Smith**® believes the 
importance of the factor of pregnancy in- 
creases with the number of pregnancies and 
raises the possibility of an increase in the 
incidence relative to the length of time be- 
tween marriage and first delivery, suggesting 
the possibility of a contraception factor. Smith 
does not believe that menstruation is a factor 
but points out that there is a higher incidence 
of cervical cancer in the poorer classes. Lom- 
bard and Potter®® point out the relationship 
of marriage before age 20 to carcinoma of the 
cervix and states that, “the reason for the 
various correlations are not clear although 
there is a suspicion that infection, chronic 
irritation and hormone imbalance are of con- 
siderable importance.” With this point we 
would agree. 


Pregnancy as an Etiologic Factor 


Pregnancy is widely discussed as a factor 
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in the etiology of carcinoma of the cervix. 
MacFarlene*® states that carcinoma of the 
cervix is three times more frequent in mar- 
ried white women who have borne children 
as in the married white women who have not 
borne children. She feels this is the result of 
birth trauma. Bland,*! in 1930, says that “one 
is justified in assuming that it is the injuries 
inflicted to the cervix during childbirth, 
either spontaneous, manual or instrumental 
followed by eversion, erosion and long con- 
tinued irritation and culminating finally in 
cell metaplasia of the endocervix that form 
the propitious background for the ultimate 
development of cervical cancer.” However, 
as Hartman* pointed out in 1933, in study- 
ing the relation of trauma to the development 
of malignancies, there are few cases recorded 
which satisfy the criteria necessary to dem- 
onstrate the relationship of trauma to malig- 
nancy. In di Palma’s series of 1,637 cases of 
carcinoma of the cervix, 84.5 per cent of the 
patients had borne children. There is gen- 
eral agreement that carcinoma of the cervix 
complicated by pregnancy is relatively rare. 
Estimates on the incidence vary from 0.3 to 
0.005 per cent.** Hofbauer,** Hellman,‘ 
Danforth,**: #9 Peckham and Greene,*°: 51,8 
and others®? have discussed the changes de- 
veloping in the cervix during or as a result 
of pregnancy. Most observers have noted 
some degree of epithelial proliferation during 
pregnancy. These changes are usually mani- 
fest by basal cell hyperplasia of the portio and 
reserve cell proliferation and metaplasia of 
the endocervix. As Danforth and others point- 
ed out no changes have been observed in 
pregnancy which are not found also in cer- 
vices of the nonpregnant uterus. Peckham 
and others in their studies of intra-epithelial 
carcinoma and less marked lesions of the cer- 
vix during pregnancy stress that these are not 
specific nor evanescent changes in pregnancy, 
since the vast majority persist after the termi- 
nation of pregnancy. We agree with this view 
though the prognostic significance of equiv- 
ocal and intra-epithelial lesions during preg- 
nancy has by no means been settled. Such 
early stages of carcinogenesis should be treat- 
ed conservatively in the young and pregnant 
woman but must be observed closely. The 
question of whether the effect of pregnancy 
be traumatic or hormonal has not been set- 
tled. However, Heller,*+ dealing experiment- 
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ally with rats, rabbits and hog tissue, was un- 
able to show an alteration of estrogen metab- 
olism im vitro during pregnancy. Certainly, 
as Graves®> pointed out in 1930, timely repair 
of cervical laceration during childbirth is 
essential. 


Hormones as Etiologic Factors 


The relationship of hormones to carcinoma 
of the cervix has been widely investigated in 
animals, though little definite information is 
available in humans. Suggestive findings are 
found in the hyperplastic changes described 
as occurring in the cervix during pregnancy. 
Exogenous estrogens have been shown to pro- 
duce invasive lesions in mice. These lesions 
have in our experience been consistently asso- 
ciated with inflammation of the underlying 
stroma. Weinstein and others have empha- 
sized the increased incidence of bacteria with- 
in the uterus of animals receiving exogenous 
estrogen. 


A B Alb/c mouse treated with 1.1 gamma alpha estradiol 
twice weekly for 16 months. Note extension of the squamous 

l carcinoma of the cervix towards the urethra, lower 
left, and adjacent to veins. X200. 
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FIG. 2 


A higher power of figure 1 illustrating the degree of dif- 
ferentiation and anaplasia of the tumor. 


Nieburgs®® discussed the hormonal influ- 
ence on the cervix and states that estrogen 
and a pituitary factor from the acidophil cells 
produce hyperplasia of the squamous epi- 
thelium of the cervix. In discussing this prob- 
lem, Loeb*? points out that as far as we know 
at present, all the causes of cancer directly or 
indirectly stimulate growth processes. The 
problem of estrogenic carcinogenesis was re- 
viewed in 1939 by Gardner,®8 and is discussed 
from a therapeutic standpoint by Geist®® who, 
utilizing up to 23,400,000 International Units 
of estrogen, felt that there was no evidence 
from biopsies to justify fear of carcinogenesis 
from therapeutic levels of estrogen. It has 
been established that ovarian hormones are 
related to the incidence of occurrence of 
spontaneous breast tumors in mice.®° How- 
ever, experimental studies have also suggested 
an anterior pituitary influence.®! 


We have been studying this problem in 
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FIG. 3 


The uterus of a B Alb/c mouse treated for 14 months with 
1.1 gamma alpha estradiol twice weekly. Note ballooning 
of reserve cells beneath the columnar epithelium. 


animals.®*:6* Rather than utilizing the phar- 
macologic levels of estrogen as Allen, Gardner, 
Suntzeff, Loeb and other earlier workers did, 
we have attempted to utilize only physiologic 
doses. Dose levels were chosen as being the 
minimal amount necessary to just maintain 
the animals in a constant state of estrus. To 
produce a slow and somewhat constant evo- 
lution of estrogen it was given in the form 
of alpha estradiol sensitized collodion par- 
ticles. We have graded these vaginal-cervical 
lesions from 1 through 5. The lesions 3 
and above do invade and infiltrate locally, 
sometimes extensively as illustrated (Figs. | 
and 2), however, metastases are unusual. Le- 
sions which have been produced similarly and 
are similar histologically have been trans- 
planted by Gardner. This reluctance of in- 
vading lesions in animals to metastasize has 
been well recognized and not iully under- 
stood and has stimulated the term carcinoma- 
like lesions. There is an early rise in the in- 
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cidence of inflammation of the cervix in our 
estrogen stimulated animals developing to 100 
per cent in early months and remaining at 
these levels in all of our animals. Utilizing 
1.1 gamma of alpha estradiol twice weekly 
we have been able to produce approximately 
a 50 per cent incidence of cervical change in 
our animals with 12 to 16 months of treat. 
ment. This production of carcinoma of the 
cervix in animals is interesting in that, con- 
trary to the situation as it exists in humans, 
the squamocolumnar junction in mice does 
not occur at the junction of the portio with 
the endocervical canal but occurs at the june. 
tion of the endocervix with the bicornuate 
uterus. Thus, to study metaplasia here we 
must do so in the uterine horn. To consider 
the mechanism of production of metaplasia 
in mice the illustrations (Figs. 3 and 4) reveal 
a ballooning of a reserve cell layer in an ani- 
mal treated with estrogen for 14 months which 
will progress to a full replacement of uterine 


FIG. 4 


From the same animal as in figure 3. Note extension of the 
reserve cell hyperplasia. Remnants of the columnar ep 
thelium still remain on the surface. 
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epithelium by metaplastic epithelium. This is 
a mechanism similar to that illustrated, in 
1951, by Howard, Erickson and Stoddard in 
the human being. Hyalinization of the uterine 
stroma is also a considerable factor in our 
animals treated with estrogen. 


Discussion 


The factors of inflammation, trauma, hor- 
mones, pregnancy and age of marriage which 
may influence carcinogenesis of the cervix 
need to be interpreted at two levels. First, 
and most important, what does this mean in 
the handling of the patient? In answer to 
this question we might only reiterate Mac- 
Farlene and Gagnon’s plea that cervicitis be 
treated as a potentially menacing disease and 
that cervical laceration resulting from birth 
trauma be promptly and adequately repaired. 

At the University of Tennessee a mass or 
population Survey Project* on uterine cancer 
in Memphis and Shelby County, Tennessee, 
has been in progress for two years with the 
financial support and cooperation of the 
United States Public Health Service and spon- 
sorship by the Memphis, Shelby County Med- 
ical Societies and physicians. The problem of 
detection and definition of early uterine can- 
cer, and particularly that of the biologic and 
statistical implication of precancerous lesions 
are being investigated. The goal of this in- 
vestigation is twofold; first, to study the above 
problems, and two, to evaluate this method 
for detection or screening for early uterine 
cancer in a large population. The plan of 
this study is to examine as many women as 
possible in the Memphis, Shelby County area 
20 years of age and older. 

The vaginal smear technic is being utilized 
as a screening procedure. To date more than 
80,000 women have been screened. In pre- 
liminary reports** the finding of 492 uterine 
cancers and intra-epithelial carcinomas in the 
first 60,000 women examined has been report- 
ed. Of these 259 were intra-epithelial carci- 
noma and 218 were instances of invasive 
uterine cancer. Very significant to us is the 
fact that 60 per cent were unsuspected and 
were diagnosed only as a result of detection 
by the exfoliative cytologic examination. 
These unsuspected cases are the presympto- 


*This investigation supported by grants from the Cancer 
Institute of the National Institutes of Health, USPHS. 


**Presented to the VI International Cancer Congress, Sao 
Paulo, Brazil (1954) Erickson, Cyrus C.® 
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matic or preclinical cases that include a very 
high per cent of curable disease. The pro- 
posed annual rescreening of this population 
should yield more accurate data concerning 
the true incidence of intra-epithelial carci- 
noma, time of development and the effect on 
decreasing clinical cancer by labeling and 
removing a high percentage of such cases. 
Erickson and Dunn® reported in a_prelimi- 
nary summary that the studies thus far have 
clearly shown to date that unsuspected early 
or symptomless uterine cancer can be detected 
efficiently in significant numbers in such a 
population. Whether the incidence of non- 
curable cases can be decreased with a con- 
comitant rise in cure rate by this method, we 
believe can be evaluated by continuation of 
this investigation. Annual rescreening will 
also yield data to determine accuracy of this 
screening procedure. 


The second level of interpretation is more 
academic but basically crucial. That is, what 
do these factors mean in terms of the in- 
dividual cell which is possibly undergoing 
gradual transition to cancer. We have been 
handicapped too long by the assumption that 
all cellular mutations were brought about by 
the Mendelian Law of genetic transformation. 
Rusch,® in a recent excellent review, has 
pointed out four other possible mechanisms 
of genetic change. 


It may be that while human studies will 
give the life history of these lesions, to ap- 
proach the further goal of etiology and pro- 
phylaxis cellular processes will have to be in- 
vestigated. Studies along these lines are being 
initiated. Until we know the influence of 
each of these factors we have mentioned, and 
perhaps others unknown, upon the genetic 
mechanism of the individual cell, we cannot 
adequately assess.the role of infection, hered- 
ity, environment, hormones and trauma in 
cervical carcinogenesis. 
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Discussion (Abstract) 


Dr. H. R. Pratt-Thomas, Charleston, §. C. Certainly 
Dr. Williams and Dr. Erickson have presented many 
facets of an exceedingly complex subject. I will not 
attempt to touch on them except for the one that 
has absorbed our attention for about the last four 
years. 


Certainly, from what Dr. Williams has reviewed 
for you this morning, and from various environmental 
studies which have been done and are in progress at 
the present time, it is very hard to get away from 
the fact that penile hygiene, or cervical hygiene if 
you will, the two being closely allied, does have some- 
thing to do with carcinoma of the cervix. The sta 
tistical inference is very strong that such is the case. 
The fact that Jewish women have such a low ind- 
dence of cervical carcinoma, and the fact that circum: 
cision in the early years of life is an absolute pre- 
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ventive of penile carcinoma, are two of the outstand- 
ing situations from which we can gather knowledge 
insofar as sociologic groups are concerned. 

In an attempt to find out about some of these 
factors, or about one of these factors, we have studied 
human smegma quite extensively to see whether or 
not it would produce carcinoma. At the outset, of 
course, you will realize how difficult it is to enter 
upon an experimental project involving a human 
product applied to an animal of a different species, 
and one which normally does not have cervical carci- 
noma at all, and to come up with any valid answer to 
such a biologic equation. 

However, we have been not only surprised, but I 
think I should say that we have been astounded to 
learn that human smegma will produce metastasizing 
epidermoid carcinoma in the cervico-vaginal area 
of type 1 DBA mice. I do not know what this means, 
but it cannot be laughed off, because other pathol- 
ogists have looked at these slides. They are not just 
like cancer, they are cancer. I waited until they metas- 
tasized before I stuck my neck out that far, but as 
far as I know that is proof of the pudding. 

The percentage of cervical carcinomas which have 
resulted in this study have been in the neighborhood 
of as high as 50 per cent in some of the series of the 
animals. 
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I will not bore you with the details. We have 
ground human smegma into a paste in various ways, 
some complicated, some not so complicated. We then 
have injected this into the cervico-vaginal areas of the 
mice. We have produced hyperplasia, metaplasia and 
eventually neoplasia in these animals. I would like to 
bear our Dr. Williams’ impression, as far as the clinical 
study of in situ carcinoma is concerned, that one can 
trace a transition in the epithelium. Many of these 
mice which do not have overt carcinomas have hyper- 
plastic states which, if seen in the human cervix, 
would be called intra-epithelial carcinoma. I believe 
that a series of changes can be traced. In the event 
that these animals would have been permitted to go 
for a longer period of time I believe they, too, would 
have produced carcinoma. 

This is just one facet of the problem, but there is 
certainly something in the smegma that will produce 
neoplasia in the DBA mouse. Whether this is Myco- 
bacterium smegmatis and its action on cholesterol is 
not certain, but studies continue at the present time, 
and we hope, possibly one of these days, to get a 
definitive answer to what material in smegma is re- 
sponsibie for the changes. 

I want to thank Dr. Williams for a very beautiful 
survey of the problem. I just wanted to mention the 
one facet of the problem we have been working on 
and what we have obtained. 


Trauma to the Abdominal and 
Retroperitoneal Viscera as it 
Concerns the Radiologist: 


J. CASH KING, M.D.,t Memphis, Tenn. 


The contribution the radiologist may make in the diagnosis 


of injury to the abdominal viscera is outstanding. 


ALL AVAILABLE MORTALITY AND MORBIDITY 
RATES indicate that trauma is a constantly in- 
creasing etiologic factor in them. We as 
radiologists are aware that our efficiency in 
determining the presence and extent of injury 
to the viscera is very limited. Because a 
restudy of a large series of cases increases one’s 


*Chairman’s Address, Section on Radiology, Southern Medi- 
cal Association, Forty-Ninth Annual Meeting, Houston, Tex., 
November 14-87, 1955. 

tFrom the Departments of Radiology of the University of 
Tennessee College of Medicine, and the Methodist Hospital, 
Memphis, Tenn. 


efficiency, it was decided to review all of the 
cases of trauma to the abdominal and retro- 
peritoneal viscera admitted to the Methodist 
Hospital (a 250 bed general hospital) from 
January 1, 1946, through July 31, 1955. 

It soon became apparent that the greatest 
difficulty was encountered in making an accu- 
rate diagnosis in cases of nonpenetrating 
trauma. We also found, according to the 
literature, that the mortality rate was 20 to 
30 per cent higher in these cases than where 
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penetrating injuries had occurred and an 
indication for an abdominal exploration al- 
ready existed. 


Clinical Material Studied 
This paper is based upon the study of 61 

cases in which injury occurred to one or more 
of the following organs: spleen, pancreas, 
kidney, diaphragm or gastrointestinal tract. 
Injuries to the individual organs occurred as 
follows: 

Spleen 20 

Liver 

Pancreas 

Kidney 

Diaphragm 

Intestine 


During the nine year and seven months’ 
period, there were 127,549 admissions to the 
hospital. The incidence of visceral injury in 
nonpenetrating trauma was one in 2,090 ad- 
missions. Estes and his associates! of Bethle- 
hem, Pennsylvania, reported 58 cases in which 
injury to these organs occurred from non- 
penetrating injuries during a 15 year period. 
Their study, extending from 1935 through 
1950, showed an incidence of one visceral 
injury in 2,092 admissions with a mortality 
rate of 19.4 per cent. In our series of 61 
cases, there were four deaths, giving a mor- 
tality rate of 6.5 per cent. These figures sug- 
gest that there has been an increase in the 
salvage rate but do not establish an increase 
in incidence of visceral injuries from non- 
penetrating trauma. 


The extent of injury occurring in our 6] 
cases is partly indicated by the finding of 
skeletal fractures in 26, and injury of two or 
more of the viscera in nine. 


Fatal Cases 


Pertinent data relative to the four cases in 
which death occurred in this series are listed 
below: 


Case 1. E. Z., a 12 year old boy, was struck by 
a “hit-and-run” truck driver. He was admitted to the 
hospital unconscious and in shock. There were obvious 
fractures of the right humerus, right tibia and fibula, 
as well as abdominal injuries. At operation, a lacera- 
tion and contusion of the liver was repaired and a 
pancreatic hematoma drained. He died on the second 
postoperative day. Autopsy findings of significance 
were hemothorax, hemoperitoneum, laceration of the 
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liver, hematoma of the head of the pancreas and 
perirenal hematoma. 

Case 2. P.S., a 3 year old boy, was admitted a few 
minutes after the family car had rolled over his body, 
He was unconscious. X-ray examination showed blood 
in the peritoneal cavity, and extensive fractures of the 
ribs and fractures of the humerus. Exploratory lapa- 
rotomy, in an attempt to control hemorrhage, revealed 
rupture of the liver, completely separating the left 
lobe, rupture of the spleen and lower lobe of the 
left lung. Bleeding was controlled but the child died 
soon after operation. 

Case 3. W. M., a 34 year old man, was injured in 
a car wreck while being rushed to the hospital for 
an appendectomy. On admission he was unconscious 
and in severe shock. There was a large hematoma of 
the right groin. A catheter was passed; small blood 
clots were obtained but no urine. X-ray examination 
showed rupture of the left diaphragm with much of 
the abdominal visceral content in the left chest, evi- 
dence of blood and fluid in the abdominal cavity and 
retroperitoneal space. At operation the stomach, 
spleen, omentum and much of the intestinal tract 
were displaced from the left chest. He expired before 
the repair was complete. The following findings were 
noted: rupture of the left diaphragm, transverse colon 
and urinary bladder, in addition to multiple frac- 
tures and a purulent appendicitis. 

Case 4. M. S. B., a 67 year old woman, was struck 
by a car. On admission, she was in a semiconscious 
state. X-ray examination of the skull was negative. 
There were fractures of the pelvis and of the leg. 
X-ray film of the abdomen was not made. There were 
no abdominal symptoms and examination of the ab- 
domen was negative. The patient died suddenly on 
the fourth day. Autopsy revealed laceration of the 
spleen, subcapsular hemorrhage of the left kidney and 
extensive injury of the brain. 


There were three things common to all 
four cases in which the patient died. First, 
all were the result of motor vehicle accidents. 
Second, none ever fully regained conscious- 
ness. Third, all had two or more viscera 
injured, three of which were large transcap- 
sular ruptures. 


Analysis of Anatomic Findings 


The collective study of the surgical findings 
and the pathologist’s reports in the 61 cases 
of this study suggests that one classification 
can be applied to all injuries of the solid 
viscera. This is as follows: (1) large trans 
capsular tears; (2) smaller lacerations with 
contusion; and (3) subcapsular injuries. 

The large transcapsular tears or ruptures 
that separate the capsule from considerable 
solid tissue, parting larger vessels, cause imme- 
diate diffuse bleeding. The more superficial 
lacerations of the capsule and solid tissue 
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cause slower blood loss. In the subcapsular 
injuries, the parenchymal tissue is torn and 
contused but the capsule remains intact. The 
accumulation of blood causes delayed rupture 
and hemorrhage. 

By using such a classification, it is easier 
to know what clinical and roentgenologic 
manifestations of injury one must watch for 
in these cases. Since bleeding occurs at a 
variable rate, one must expect the ctinical 
and roentgenologic evidence of such bleeding 
to be manifested at a variable rate. 

By using this classification of the pathologic 
findings, it was possible to devise a pattern 
which the roentgenologist can use in studying 
all cases of trauma to the mid-trunk region. 
Such a pattern would call for studies that 
might elicit the following findings: 

1. Skeletal injuries 

2. Changes in size or contour of the affected organ 

(a) Enlargement 
(b) Deformity 
(c) Loss of sharp delineation 


3. Evidence of bleeding into an adjacent space 
(peritoneal cavity or retroperitoneal space) 


(a) Displacement of adjacent visceral structures 


(b) Homogeneous density adjacent to the af- 
fected organ 


(c) Accumulations of fluid between gas-filled 
intestinal loops 


(d) Increased overall density (peritoneal cavity 
or retroperitoneal space) 


(e) Fluid adjacent to extraperitoneal fat layer 
in flank 


4. Changes in other organs 


(a) Altered position, contour or movement of 
the diaphragm 


(b) Ileus or other gaseous distention of the gas- 
trointestinal tract 

The minimal x-ray examination required 

for such study would be films of the chest, 

preferably in the upright and in supine po- 

sitions, and films of the abdomen in the su- 

pine and in either the upright or lateral 
decubitus positions. 


Injury to the Spleen 


No effort will be made to discuss the 
variable clinical and roentgenologic findings, 
other than to say that in large transcapsular 
injuries that separate large vessels there would 
be clinical and roentgenologic evidence of the 
spilling of large amounts of blood into the 
left upper abdomen. In the second pathologic 
group where smaller lacerations have occurred 
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and the patient is seen soon after injury, there 
are few or no clinical and roentgenologic 
manifestations that would make a diagnosis 
possible. It is in these cases that repeated 
physical and x-ray examinations show evi- 
dence of bleeding from the spleen into the 
peritoneal cavity and make it possible to es- 
tablish a diagnosis before latent or second 
severe hemorrhages occur. In the subcapsular 
injuries the clinical manifestations would be 
in proportion to the rapidity of the subcap- 
sular accumulations of blood. In these cases, 
the roentgenologist must watch closely for, 
and determine the presence of enlargement 
of the splenic shadow. In this small series of 
cases, follow-up x-ray examinations of the 
abdomen and chest demonstrated changes that 
justified an exploratory operation much more 
often than did the first examination. 


According to Webb,” “convincing evidence 
of spontaneous recovery from laceration of 
the spleen has not been recorded.” In view 
of the great number of reports of delayed 


FIG. 1, CASE 5 


Film of abdomen 8 hours after injury showing enlarged 
splenic shadow and blood in left upper abdomen. 
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hemorrhage, exploratory laparotomy seems in- 
dicated in doubtful cases. 


Case 5. W. S., a 13 year old white boy, was ad- 
mitted 8 hours after falling across a railroad track, 
striking his upper abdomen on one of the rails. He 
was complaining of increasing pain in the abdomen 
and both shoulders, especially the left. He looked sick 
and held himself in a position of protection. There 
was no evidence of shock. Immediate x-ray examina- 
tion showed the spleen greatly enlarged, particularly 
the lower pole, and blood was seen adjacent to the 
spleen. Impression: Rupture of the spleen (Fig. 1). 

Further physical examination showed tenderness re- 
ferred to the left abdomen on palpation. On rectal 
examination, the cul-de-sac seemed “mushy.” The 
abdomen was silent for peristalsis. Clinical impression 
was intra-abdominal injury, possibly ruptured spleen. 

Surgical exploration 5 hours after admission showed 
blood which gushed from the wound when the ab- 
domen was opened. The spleen was completely torn 
into two large fragments with the rent extending into 
the pedicle, making control of the hemorrhage diffi- 
cult. No other intra-abdominal injury was found. 
Recovery was uneventful, and he was discharged eight 
days after admission. 


Comment. This is typical of a large trans- 
capsular rupture with immediate hemorrhage. 


Case 6. J. W. R., a 15 year old white boy, was 
admitted with the following history. Twenty-four 
hours before admission, while playing football, he 


FIG. 2, CASE 6 


Film 28 hours after injury. No extravasation of contrast 
medium from kidney. Note presence of ileus and fluid in 
left flank displacing colon downward and medially. 
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FIG. 3, CASE 6 


Appearance of abdomen on film 20 hours after figure 2. 
Note increase in amount of ileus and blood in left side of 
peritoneal cavity. This illustrates advantage of follow-up 
examinations. 


ran into a goal post, injuring his left upper abdomen. 
He did not lose consciousness and his only immediate 
complaint was shortness of breath. Thirty minutes 
later, generalized abdominal pain and marked weak- 
ness developed, and he was admitted to the local 
hospital where blood was found in the urine. Transfer 
to our hospital was for a specialist’s care. 

Urologic examination showed the urinary tract to 
be negative for injury to the drainage system, though 
blood was seen to pass from the left ureter. 

X-ray examination showed loss of the splenic out- 
line and blood in the left flank. There was also blood 
between the distended loops of bowel, and the colon 
was displaced downward and medially. Opinion of 
the radiologist was probable rupture of the spleen 
with bleeding into the peritoneal cavity (Fig. 2). 


The patient was given supportive treatment and did 
well. However, a second x-ray examination 20 hours 
after admission showed evidence of an increase in the 
amount of blood in the peritoneal cavity (Fig. 3). 


The patient was explored. On entering the abdomen 
300 cc. of blood and blood clots were removed from 
the peritoneal cavity. A rent was found in the lateral 
peritoneal gutter on the left side through which dark 
blood exuded. The spleen was large, and there was 
one rent 6 cm. in length along the lateral surface and 
a smaller tear on the medial surface. Splenectomy and 
removal of retroperitoneal hematoma were done. Con- 
tusion of the kidney was noted, but the other viscera 
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were negative. Postoperative course was uneventful, 
and the patient was discharged seven days after 
operation. 

Comment. In this case, smaller splenic 
lacerations occurred with slower bleeding. 
This is also one of the four cases that had 
injury to one or more of the other viscera 
in addition to the spleen. 

Case 7. H. T., a 6 year old girl, was admitted 
approximately 60 hours after an auto accident. She 
had been hospitalized for 36 hours near the scene of 
the accident because of nausea, vomiting and acute 
abdominal pain which was developed immediately 
after the accident. On dismissal from the hospital 
there was some residual pain and tenderness in left 
upper quadrant. 

When we saw the patient 24 hours later, there was 
some abdominal distention, fever and generalized 
malaise. She was complaining of pain in the left 
shoulder. X-ray examination showed splinting of the 
left diaphragm and enlargement of the spleen. Radi- 
ologist’s impression was probable subcapsular rupture 
of the spleen with very little evidence of bleeding into 
the peritoneal cavity. 


Operation, 6 hours after admission, revealed 150 cc. 
of dark-brown nonclotted blood in the region of the 
spleen. The spleen was grossly enlarged, with a sub- 
capsular accumulation of blood in the inferior pole 
and a laceration of the upper pole. The other ab- 
dominal viscera were negative. Splenectomy was done 
and the patient was discharged on the seventh hos- 
pital day. 

Comment. This child had a laceration of 
the spleen in its upper pole that had stopped 
bleeding. There was also a subcapsular in- 
jury at the lower pole. According to the 
many reports in the literature, either of these 
lesions would have caused delayed hemor- 
thage and many deaths have been attributed 
to subcapsular injuries with delayed rupture. 

Discussion. In this series, the spleen was 
injured more frequently than any of the 
other abdominal viscera. This is in accord- 
ance with other reports upon injuries to 
abdominal viscera.* We were impressed by 
the number of young children who received 
injury to either the spleen or the kidney 
from seemingly minor trauma to the mid- 
trunk region. There were only two large 
transcapsular tears with immediate severe 
hemorrhage (Cases 1 and 5). One of these 
patients died within a few hours after injury 
because of the extent of damage to other 
vital structures. The other was saved by 
splenectomy 12 hours after injury. Eighteen 
of the 20 cases had small lacerations and 
contusions, two of which had considerable 
subcapsular injury. Since repeated physical 


TRAUMA OF ABDOMINAL VISCERA—King 


113 


and x-ray examinations were required to 
diagnose these cases, it seems obvious that 
repeated examinations are important in the 
recognition of most splenic injuries. 


Injury to the Liver 


The general classification on nonpene- 
trating injuries to solid viscera which has 
been previously referred to applies as well to 
the liver. 


Case 8. J. R., a 10 year old boy, was admitted 3 
hours after having been kicked by a mule. The blow 
was thought to have struck the right chest anteriorly. 


Physical examination showed rigidity over the entire 
right abdomen and tenderness extending over the 
right chest. Blood pressure was 90/50. X-ray exami- 
nation (Fig. 4) suggested a greenstick fracture of the 
anterior end of the eighth rib on the right; no free 
fluid was seen in the peritoneal cavity. The liver 
shadow was large, there was minimal ileus, and the 
psoas shadows were normal. 

The patient was treated for shock, and his general 
condition improved. X-ray examination (Fig. 5) re- 
peated 42 hours after injury showed elevation and 
splinting of the right diaphragm. The amount of 
ileus had increased, and the gas-filled loops were dis- 
placed’ downward and toward the left. There was 
fluid between the gas-filled loops of the intestine. The 
radiologist’s opinion was evidence of bleeding into the 
peritoneal cavity, most probably from the liver. 


FIG. 4, CASE 8 


three and one-half hours 


Appearance of abdomen 
injury. 


after 
No evidence of blood noted in peritoneal cavity 
and only minimal ileus. 
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Surgical exploration 54 hours after admission re- 
vealed a 6 cm. laceration of the anterolateral surface 
of the right lobe of the liver and a moderate amount 
of blood in the adjacent portion of the peritoneal 
cavity. The laceration was repaired. No other abdom- 
inal visceral injury was found. The postoperative 
course was uneventful, and the patient was discharged 
twelve days after admission. 


Comment. This case represents the most 
common type of hepatic injury encountered 
in this series. It also illustrates again the 
advantage of repeated x-ray examinations. 

Case 9. P. B., a 10 year old boy, was admitted less 
than an hour following an auto accident. He com- 
plained of severe pain in the right lower chest and 
the right flank. There was no loss of consciousness. 

Physical examination showed a contusion of the 
right chest, marked tenderness in the right side and 
right costovertebral angle. Blood pressure was 100/40. 
There was gross hematuria. Retrograde urographic 
study showed contrast medium to spill from the 
superior calyx of the right kidney. 

Films of the abdomen showed marked ileus with 
free fluid between the distended bowel loops. The 
liver was high normal in size, and its density appeared 
to encroach upon the gas-filled stomach. The right 
diaphragm was elevated. 


FIG. 5, CASE 8 


At 42 hours later, there is accumulation of blood about 
the liver shadow and an increase in ileus. 
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Transabdominal surgical exploration revealed blood 
in the peritoneal cavity and a laceration in the upper 
pole of the right kidney about which a hematoma had 
formed. There was also a laceration in the postero- 
inferior surface of the right lobe of the liver, approxi- 
mately 5 cm. in length. Repair of the injuries was 
effected. The patient’s postoperative course was un- 
eventful, being discharged from the hospital nine days 
after admission. 

Comment. This is one of the four cases 
of hepatic injury that also had injury to 
one or more other viscera. Two of the four 
patients who died had extensive rupture of 
the liver. 

Discussion. 1 am not prepared to state 
how important it is that repair be made of 
these smaller lacerations of the liver. How- 
ever, it is apparent that the radiologist has 
an opportunity of calling attention to the 
presence of bleeding into the peritoneal cavity 
when only retroperitoneal injury is suspected. 
Since the presence of free fluid in the upper 
abdominal cavity does not tell us which of 
the solid viscera has been injured, it seems 
important that exploration be carried out 
when this finding is present. 


Injury to the Pancreas (Traumatic Pancreatitis) 


The pancreas by virtue of its well guarded 
anatomic position is seldom injured. Injuries 
to it are rarely diagnosed before surgical ex- 
ploration or before complications develop. 
Trauma to this organ not only results in 
bleeding into the adjacent spaces, but also 
the spilling of pancreatic juices which bring 
about violent chemical and _ inflammatory 
changes. Traumatic pancreatitis should always 
be thought of when there is a delay in the 
onset of symptoms and when the pains are 
accentuated by the intake of food. These 
symptoms are those of pancreatitis and appear 
hours, days, or even weeks after the injury. 

Thinking of the condition as a traumatic 
pancreatitis helps one to evaluate the few 
clinical and roentgenologic manifestations 
these patients exhibit. Elevation in serum 
amylase levels in cases of upper abdominal 
trauma may be the first indication of injury 
to this organ and it is of definite value in 
appraising the extent and course of the pan- 
creatitis that develops. 

The early roentgenologic signs to be looked 
for are evidence of bleeding into the lesser 
peritoneal space and right upper quadrant 
of the abdomen. This is usually associated 
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with air in the stomach and ileus of the small 
bowel. 

Case 10. G. L., a 25 year old white man, was seen 
immediately after an auto accident in which his ab- 
domen struck the steering wheel and his head the 
windshield. His major complaints were related to the 
head; x-ray examination of the skull was negative. 
He was given emergency treatment and permitted to 
return home. He was next seen three days later, com- 
plaining of increasing nausea and vomiting and severe 
pain in the upper abdomen. 

Physical examination showed abdominal rigidity and 
the absence of peristaltic sounds. X-ray examination 
showed a homogeneous density in the mid-upper ab- 
domen confluent with the liver shadow, displacing 
the air-filled stomach downward (Fig. 6). This density 
occupied the region of the lesser peritoneal cavity. 
There was a suggestion of fluid in the peritoneal cavity 
about the duodenum and between the stomach and 
the colon. The splenic flexure of the colon was dis- 
placed downward. Serum amylase at this time was 
$45 units. 

At operation* a considerable quantity of dark thick 
blood and blood clots were removed from the upper 
part of the peritoneal cavity and from the lesser peri- 
toneal space. A transcapsular rupture of the pancreas 
was observed. This separated approximately the an- 
terior two-thirds of the gland substance, and consid- 
erable maceration and much fat necrosis was noted 
in this area. Drains were put in place. Inspection of 
the other abdominal viscera showed an injury to the 
serosal surface of the second portion of the duodenum 


FIG. 6, CASE 10 


Transcapsular rupture of pancreas 3 days after injury show- 
ing fluid in lesser peritoneal space, and small amount 
around duodenal loop. 
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with rupture of a vein that crossed this part of the 
small bowel. 


The postoperative course was stormy, but the serum 
amylase levels were reported as only 140 units seven 
days after operation. However, serial tests showed the 
serum amylase to rise steadily, reaching 431 units one 
month after operation. At that time, the patient had 
symptoms of obstruction, and x-ray examination 
showed obstruction at the outlet of the stomach by 
an extrinsic mass thought to be a pancreatic cyst. 


The abdomen was opened, and complete obstruc- 
tion of the duodenum was found, apparently due to 
pressure from a hard, greatly enlarged head of the 
pancreas. The lesser peritoneal space was again drained 
and gastroenterostomy done. X-ray therapy was given 
for the pancreatitis, and the patient improved. He 
was discharged 71 days after admission. 


Case 11. C. C., a Mexican male laborer, was ad- 
mitted with a diagnosis of pancreatic cyst. His chief 
complaint was upper abdominal pains aggravated by 
intake of food. 


The past history showed that the patient had been 
admitted to a rural hospital 43 days before, following 
a car accident in which he sustained a blow to the 
abdomen and multiple contusions and fractures of 
the thorax. On the tenth hospital day, approximately 
one hour after having eaten and while sitting in a 
chair, he was seized with sudden severe upper ab- 
dominal pain and went into profound shock. Explora- 
tory operation for possible ruptured peptic ulcer 
revealed approximately six quarts of bloody fluid in 
the peritoneal cavity, and a laceration in the mesen- 
tery of the transverse colon to the left of the spine. 
The condition of traumatic pancreatitis with rupture 
of the capsule was not suspected. The postoperative 
course was febrile, and on the twelfth to fourteenth 
day a mass could be felt forming in the left epigas- 
trium. Subsequent x-ray examination showed this 
mass to be a large pancreatic cyst, and it was for the 
surgical treatment of this condition that the patient 
was admitted to this hospital. 


At operation, the pancreatic cyst was marsupialized. 
His total hospitalization for this operation was 29 days. 

Comment. It will be noted that the onset 
of symptoms in both of these cases was de- 
layed. In the first, a period of three days 
elapsed before the patient was forced to re- 
turn because of the severe symptoms of trau- 
matic pancreatitis. In the second, apparently 
a subcapsular injury had occurred, and it was 
on the tenth day that rupture of the capsule 
occurred with spilling of large quantities of 
bloody fluid into the peritoneal cavity. The 
pancreatic cyst which is one of the most 
common complications of traumatic pan- 
creatitis then formed. 


*The author is indebted to Dr. Charles Ingle, surgeon, and 
the Baptist Memorial Hospital for a portion of the data on 
professional services rendered this patient. 
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Injury to the Gastrointestinal Tract 


Only four cases in this series had rupture 
of some portion of the gastrointestinal tract. 
Two of the ruptures occurred in the ileum, 
one in the jejunum and one in the transverse 
colon near the splenic flexure. 

Ruptures are more frequently encountered 
near fixed points, such as the flexures of the 
colon, or where the small bowel is pressed 
across the spine. Pre-existing ulcers have been 
quoted as a factor predisposing to traumatic 
ruptures. The common practice of searching 
for evidence of free air in the peritoneal 
cavity and the routine x-ray procedures of 
films of the chest in the upright position and 
films of the abdomen in the lateral decubitus 
has increased the frequency of the accurate 
diagnosis of rupture of a hollow viscus. There 
are exceptions to this, namely ruptures into 
the mesentery or retroperitoneal portion of 
the bowel. Small perforations may close with- 
in a few hours after injury and, therefore, 
x-ray examinations made hours or days after 
injury may not show free air in the peritoneal 
cavity. Discussion of the roentgenologic fea- 
tures of this type of injury would be super- 
fluous before a radiology section. 


FIG. 7, CASE 12 


Appearance of abdomen one hour after injury. No evidence 
of bleeding into the peritoneal cavity is seen. 
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FIG. 8, CASE 12 


Appearance of abdomen one hour after figure 7, showing 
opacification of left side of abdomen due to blood in the 
peritoneal cavity. 


Injuries to the mesentery that result in 
parting of the larger mesenteric arteries with- 
out perforation presented a difficult diag- 
nostic problem in one of our cases in which 
there was a small tear in the spleen. For that 
reason he is included in the cases reported. 


Case 12. H. W., a 44 year old man, sustained multi- 
ple head lacerations, and subsequently complained of 
lower abdominal pain following an auto accident. 

He was admitted within an hour after the accident, 
with a blood pressure of 90/70, and slight tenderness 
to deep palpation in the left lower quadrant. The 
remainder of the physical findings were confined to 
the head, which presented two lacerations. X-ray 
examination showed a fracture of the anterior wall 
of the right frontal sinus and fractures of the fifth, 
sixth, seventh and eighth ribs in the left midaxillary 
line. Initial film of the abdomen was negative (Fig. 7), 
but a second film one hour later (Fig.8) showed 
opacification of the left side of the abdomen, thought 
to represent bleeding into the peritoneal cavity, most 
probably from the spleen, because the spleen could 
not be seen. The retroperitoneal structures appeared 
normal. 

The patient’s condition continued to deteriorate 
and the blood pressure could not be retained over 
shock level by transfusions. Surgical exploration 
showed more than 1500 cc. of blood in the peritoneal 
cavity. Though a small laceration was found in the 
spleen, the profuse bleeding came from an artery in 
the lacerated mesentery of the sigmoid. Hemostasis 
was accomplished without resection. The postopera- 
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tive course was uneventful, and the patient was dis- 
charged ten days after admission. 

Comment. This case further indicates the 
value of repeated physical and x-ray exami- 
nations, and though an accurate diagnosis of 
the organ involved was not made, we were 
able to justify the operation by finding the 
large amount of blood in the left abdomen. 


Injury to the Diaphragm 


Rupture of the diaphragm is often asso- 
ciated with injury to the adjacent structures 
of the thorax or abdomen. However, a rup- 
ture can occur without significant ‘injury to 
the viscera either above or below it, and this 
may be from relatively minor trauma. The 
symptomatology, physical and x-ray findings 
are often extremely meager soon after in- 
jury. The tendency for the amount of hernia- 
tion to increase with time makes delayed 
x-ray examinations of more value than the 
initial study. In all cases of trauma to the 
lower chest or mid-trunk region, it is advis- 
able to visualize the esophagus with a barium 
swallow before he is released completely from 
observation. 


Trauma to the Kidney 


The following table gives a quick review 
of renal injuries in this series: 


Total cases of kidney trauma 27 
Associated with other visceral injury 5 
Liver 
Liver and pancreas 
Spleen 
Pancreas 1 
Injury to diseased or anomalous kidney 2 
Treatment: 
Nephrectomy 4 
Removal of a portion of kidney only ] 
Exploration with hemostasis only 3 
Nonsurgical treatment 19 


In the 61 cases of trauma to the mid-trunk 
region, the kidney only was injured 22 times, 
while one or more of the abdominal viscera 
without injury to the kidney occurred in 29 
cases. Injury to both kidney and abdominal 
viscera occurred in five cases. It is obvious 
that the roentgenologist must pay close at- 
tention to both the abdominal and _ retro- 
peritoneal structures in all films of the trunk 
made following injury. 

The progress that has been made in early 
diagnosis and treatment of kidney injuries 
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is most gratifying and should offer encourage- 
ment in establishing routines that will lead 
to earlier and more accurate diagnosis of 
injury to the solid viscera of the abdominal 
cavity. 

The rule of careful check of the urine for 
evidence of blood is well established. Though 
the presence of blood in the urine can be 
from pre-existing urinary tract disease, it 
serves as an indication for further investiga- 
tion to rule out evidence of injury. 

Case 13. E. M., the 15 year old son of our Chief of 
Surgery, was seen 30 minutes after having fallen, 
striking the right mid-trunk region across a bar. He 
was complaining of moderately severe pain in his 
right side, the pain radiating down the course of the 
right ureter. 

X-ray examination showed a homogeneous density 
obscuring the outlines of the right kidney and psoas 
muscle (Fig.9). Catheterized specimen of urine 
showed almost pure blood. A pyelogram showed spill- 
ing of contrast medium from the superior calyx into 
the perirenal space. There was no deformity of the 
kidney pelvis. 

Surgical exploration revealed a transcapsular tear 
of the upper pole of the right kidney with fragmen- 
tation. This portion of the kidney was removed and 


FIG. 9, CASE 13 


Film one hour after injury to right side, showing rupture 
upper pole of right kidney entering superior calyx, and 
blood obliterating right psoas shadow. 
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FIG. 10, CASE 13 


TV urogram 5 months after removal of upper pole of right 
kidney. 


a nephrostomy tube was left in place. The post- 
operative course was satisfactory, and the patient was 
discharged on the fourteenth day. Subsequent checkup 
examinations showed excellent function of the kidney 
with minimal reduction in its size and minimal de- 
formity of the superior calyx (Fig. 10). 


X-Ray Investigation in Suspected Injury 
to Kidney 
KUB or scout film is essential in all cases. Even 
though it is of limited value it has the following ad- 
vantages: 
1. Harmless to patient’s general condition. 
2. May demonstrate: 
(a) Loss of kidney outline. 
(b) Obliteration of psoas muscle outline. 
(c) Fracture of adjacent bones. 
Intravenous urogram 
Advantages: 
1. Does not require anesthetic and is available. 
2. Affords information on both kidneys as to 
function and alteration of structures. 
3. Less risk of accentuating injury or adding 
infection. 
4. May show positive proof of extravasation of 
contrast medium into or from kidney paren- 
chyma. 
5. Assures some appraisal of condition of unin- 
jured kidney. 


FEBRUARY 1956 


Disadvantages: 
1. Injured kidney may be temporarily nonfunc- 
tioning following injury. 
2. Deformity of calyces, pelvis or ureter may be 
due to blood clot or pressure from without. 


Retrograde urography 


Advantages: 
1. Better pyelograms are obtained. 
2. Proof of extravasation in spite of temporarily 
nonfunctioning kidney. 
3. The bladder can be examined, and there is a 
better chance of ruling out pre-existing disease. 


Disadvantages: 
1. Very disturbing to a patient in shock. 


2. Often trauma from the catheter and/or exces- 
sive filling of the pelvis in an anesthetized 
patient makes it difficult to read the pyelo- 


grams. 
Summary 


1. Injury to the viscera from nonpene- 
trating trauma is relatively rare, occurring 
approximately one time in each 2,000 ad- 
missions to general hospitals. 

2. Too often the referring physician and 
the roentgenologist have a false sense of se- 
curity about the absence of significant vis- 
ceral injury because of the lack of symptoms 
of shock or internal bleeding at the time of 
the initial examination. 

3. Most of the patients in this series did 
not manifest evidence of severe shock. It is 
our opinion that if treatment can be carried 
out before it occurs the mortality rate can 
be kept low. 

4. The roentgenologist can be of assistance 
in the early diagnosis of visceral injuries, 
but his usefulness on the diagnostic team 
is in proportion to his knowledge of clinical 
medicine as well as good roentgenologic pro- 
cedures. Since he is usually the first con- 
sultant, he should accept all of the respon- 
sibilities that the word “consultant” implies. 

5. Repeated x-ray studies are often neces- 
sary to demonstrate injuries of solid viscera 
except when large transcapsular tears occur. 

6. The use of a simplified classification 
of the pathologic findings and a fixed pat- 
tern for roentgen study has been helpful to 
us in the recognition of injuries to the solid 
viscera. 

7. Upright and decubitus views as well as 
high voltage radiographs are helpful in the 
demonstration of fluid. 
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8. Injured patients should remain under 
the care of a general surgeon, and he should 
act as a coordinator, calling in such neuro- 
logic, orthopedic and urologic consultation 
as seems indicated. 
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Radiologic Evaluation of Chest 


Lesions in Children: 
SAMUEL B. CHAPMAN, M.D., Kansas City, Mo. 


The radiographic study of pulmonary lesions in children presents difficulties in 
technic and interpretation not encountered in adults. As always there is the 
primary need of supplying the radiologist with clinical data which may 

assist him in his interpretation of the shadows encountered on the film. 


RADIOGRAPHIC EVALUATION of a child’s chest 
requires consideration of two factors. First, 
we must constantly remind ourselves that we 
are dealing with respiratory structures that 
are undergoing formative changes.!*; 15 There 
has always been controversy as to whether 
certain degrees of increase in vascular, bron- 
chial, hilar, and mediastinal shadows are to 
be interpreted as normal or pathologic.’ One 
has only to review the efforts of such students 
as Wasson'* 13 and Caffey! to identify the 
various respiratory structures and to establish 
some criteria for differential diagnosis of the 
changes involving them, to appreciate the 
complexity of the problem of interpreting 
physiologic and growth changes. 

Secondly, we must obtain adequate roent- 
genograms from the technical standpoint." 
To obtain satisfactory ‘negatives of the chest 
of a sick infant who cannot or will not lend 


any cooperation, taxes the available equip. 


ment and the ingenuity of the technicians 
to the utmost. We have found it necessary 
to adopt flexible procedures rather than set 
rules for positioning or restraint. Varying 
technics are used dividing the sick children 
from the well or recuperating, and the co- 
operative from the uncooperative. The suc- 


—— 


*Read before the Section on Radiology, Southern Medical 
Association, Forty-Eighth Annual Meeting, St. Louis, Mo., 
November 8-11, 1954. 


cess depends upon the technicians’ abilities 
to judge and handle the patients. 

Mechanically our equipment is not unusual. 
We have, however, found the adjunct of an 
impulse timer of great advantage. This al- 
lows negatives to be made up to one-one 
hundred and twentieth of a second which is 
usually sufficient to “freeze” even the most 
active infant. 


Interpretation of Findings 


Of all the changes we see, perhaps the 
widened superior mediastinal shadow causes 
the most controversy. We have an opportunity 
to obtain chest films of a large number of 
newborn infants both with and without re- 
spiratory symptoms and it is unusual for us 
to see such a shadow caused by tuberculous 
adenopathy. We frequently report enlarged 
or persistent thymus and almost as frequently 
follow the diagnosis with roentgen therapy. 
For the most part we obtain relief of symp- 
toms and regressions of the shadow. However, 
I would never make such a diagnosis without 
viewing at least two, and preferably more, 
films of the chest made in various phases of 
respiration to differentiate the shadow from 
normal vascular markings. In spite of this, 
we occasionally confer with pediatricians who 
express complete disbelief in the entity itself. 
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I will, however, be the first to admit that 
all too frequently the report of abnormal 
thymus is made in the complete absence of 
symptoms and I agree wholeheartedly with 
Neuhauser* that this is unfortunate and cre- 
ates needless alarm for all concerned. 

Even when unquestionably — pathologic 
shadows are seen, we find that the majority 
do not fall in the textbook classification of 
“typical,” and in order to justify any inter- 
pretation at all we must put aside etiologic 
entities and go back to the basic pathologic 
and physiologic changes that we can recog- 
nize. These include infiltration, consolida- 
tion, cavitation, vascular congestion, emphy- 
sema, and atelectasis. This fundamental basis 
should be re-emphasized in considering the 
interpretation of any radiograph, namely that 
we do not see the disease on the negatives, 
we merely see shadows increased or decreased 
from a normal range as a result of these basic 
changes. 

This is not to imply that etiologic diagnosis 
is outside of the realm of the radiologist. It 
does mean, however, that these fundamental 
changes must be recognized before the ra- 
diologist can combine his special knowledge 
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with the historical and clinical evidence to 
arrive at a causative diagnosis. Chest lesions 
in children are classified under four main 
headings: (1) congenital anomalies; (2) for- 
eign bodies; (3) infectious diseases; (4) neo- 
plasms. By dividing and subdividing these 
groups any amount of subject material could 
be included. I shall consider, however, only 
a few examples of lesions which are relatively 
common in our practice typifying the prob- 
lems of differential diagnosis, and several 
which are of sufficient interest to warrant 
a brief discussion. 


Congenital Anomalies 


Of the congenital anomalies of clinical 
significance, perhaps the tracheobroncho- 
esophageal variations with atresias and _fis- 
tulas are the most phenomenal. They usually 
present little difficulty in diagnosis or in 
roentgenologic confirmation. Frequently the 
air pattern seen on the plain negatives of 
the chest and abdomen will suffice. Lipiodol 
installation will give definite visualization of 
the lesion. 

Undoubtedly less frequent, but none the 
less striking, is agenesis of a lobe or an entire 


FIG. 1 


A 


(A) Agenesis of the left lung discovered during examination for osteochondroma of left first rib. (B) Bronchogram showing 


rudimentary left bronchus, 
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lung (Fig. 1). This condition may be asympto- 
matic and it may be discovered quite by 
accident during routine chest examination. 
The roentgenogram will show an absence of 
aeration in the affected part with a shift of 
the adjacent structure to fill the vacant 
space. The differential diagnosis lies between 
agenesis, massive atelectasis from any cause, 
and congenital absence of the diaphragm. 
Bronchographic and bronchoscopic examina- 
tions are confirmatory. Agenesis is frequently 
associated with other anatomical anomalies, 
especially hemivertebra. 


Other unusual anomalies that test diag- 
nostic acumen are sequestrated lobes with 
anomalous blood supply which can be dem- 
onstrated by means of angiography, and 
anectasis, the failure of an otherwise perfectly 
normal segment or lobe to become aerated. 


Foreign Bodies 


Foreign bodies in the respiratory tract 
represent a frequent cause for x-ray examina- 
tion. For academic purposes it may be well 
to attempt differentiation of the changes in- 
cident to foreign bodies from other pathologic 
conditions and it may be necessary to do so, 
but in our experience such patients seldom 
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enter the x-ray department without some his- 
tory to give us a lead and it would be folly 
to waste time on differential points in the 
face of a concurrent history. 

Opaque foreign bodies are usually identi- 
fied easily, but it is wise to examine the 
patient in several projections before passing 
judgment. There are too many normally 
opaque structures behind which small objects 
can hide. The findings with nonopaque for- 
eign bodies are a source of greater confusion. 
The classical example is the course of events 
following a “check-valve” type of bronchial 
obstruction. The action begins with the af- 
fected lobe or lung becoming overaerated in 
appearance because of the obstruction. This 
hyperaeration may reach a degree sufficient 
to cause some mediastinal shift to the op- 
posite side (Fig. 2). When enough local re- 
action to the foreign body has occurred and 
the edema and secretions are sufficient to 
cause complete obstruction, the trapped air 
is gradually absorbed. The involved _por- 
tion of lung then collapses and obstructive 
atelectasis is seen, with a shift of the adjacent 
structures to the affected side. It should not 
be forgotten that a foreign body may lodge 
at the bifurcation of the trachea and the 


FIG, 2 


(A) Nonopague foreign body (popcorn kernel) obstructing left main bronchus. (B) Following bronchoscopy and removal 
of foreign body, heart and mediastinal structures return to normal position. 
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changes may occur bilaterally without any 
shift of the mediastinum. As a rule, however, 
in cases in which obstruction is suspected, 
inspiration and expiration films as well as 
fluoroscopic observations are invaluable. In 
obstructive emphysema the mediastinal struc- 
tures will swing toward the affected side 
during inspiration, while in compensatory 
emphysema they will swing away from the 
inflated side. In any event the degree of in- 
volvement will depend upon the location of 
the foreign body in the bronchial tree. 


Another type of foreign body reaction 
which we frequently encounter in our prac- 
tice is illustrated by the child who has been 
drinking and subsequently inhaling some ir- 
ritant liquid such as kerosene. Aside from the 
irritant effects with excessive secretions and 
inflammatory edema which may cause bron- 
chial or bronchiolar obstruction in scattered 
areas of each lung, we have the added finding 
of a diffuse pneumonic process which is in- 
terstitial in type and is roentgenographically 
indistinguishable from interstitial pneumonia 
on an infectious basis. In fact superimposed 
infection is so common that to make a differ- 
ential diagnosis is useless. Similar findings 
may be seen following inhalation of an ir- 


Interstitial type of pneumonia resulting from inhalation of 
chlorine gas. 
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ritant gas (Fig. 3), and this same group would 
also include the so-called lipoid pneumonias™ 
which may follow the inhalation of oils as 
in milk, oil based nose drops and sprays, and 
following bronchography. 


Infectious Processes 


Radiographically the pneumonias are best 
classified when we consider them from the 
point of view of the type of tissue affected 
and the pathologic progression of the disease. 

With the alveolar type of pneumonia there 
is an exudative process in the alveolar air 
sacs and an excessive accumulation of secre- 
tions in the lumen of the bronchioles. The 
bronchi and interstitial tissues are not af- 
fected. The exudate which replaces air casts 
a shadow on the x-ray negative. The area of 
involvement may be localized or may include 
a lobe or even an entire lung; it may be 
bilateral. When a major portion of a lobe 
or an entire lobe is involved we speak of 
the condition as lobar pneumonia. Radio- 
graphically the involvement is patchy or dif- 
fuse depending upon the stage. It is usually 
well delineated by lobular or segmental divi- 
sions of the lung and it is necessary to have 
lateral as well as the conventional postero- 
anterior films to identify its location. From 
the beginning the process is peripheral, pro- 
gressing medially and to the regional lymph 
nodes. Although primary alveolar pneumonia 
in children is still most commonly caused 
by pneumococci, there is nothing pathog- 
nomonic about the shadows on the roent- 
genogram to distinguish the condition from 
exudative tuberculosis or infection due to any 
other bacterial invader. 

In interstitial pneumonia, the bronchi and 
supporting tissues of the lung rather than 
the alveoli become involved in marked in- 
flammatory changes. There is relatively little 
peripheral alveolar exudation and _ conse- 
quently obstructive emphysema and _ate- 
lectasis are frequent findings.11 The disease 
is characteristically bilateral, but may involve 
one lung or a lobe. The x-ray film reveals 
an exaggeration of the _ bronchovascular 
markings which are surrounded by patchy 
areas of increased density representing peti- 
bronchial infiltration, atelectasis, regional 
lymphadenitis, and lymphadenopathy. Co- 
alescence of smaller areas of increased density 
may produce a shadow resembling alveolar 
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FIG. 4 


(A) Proven histoplasmosis, A disseminated miliary infection which radiographically cannot be differentiated from hemato- 
genous spread of tuberculosis. (B) The same patient nine months later. The process has resolved with only a few discrete cal- 


cifications remaining. 


pneumonia. Massive atelectasis may be a com- 
plication, and the appearance is identical 
with that due to any bronchial obstruction. 

The interstitial type of pneumonia is most 
often caused by bacterial infection, viruses, 
fungi, and irritant inhalants, and is a frequent 
complication of pertussis, measles, and in- 
fluenza (Fig. 4). 

Occasionally both the alveolar and inter- 
stitial types of pneumonia may be found 
simultaneously producing a so-called “mixed 
pneumonia.” The complications of differen- 
tiation under these circumstances are obvious. 

Bronchiectasis and pulmonary fibrosis are 
undesirable sequelae of the pneumonias. Pul- 
monary necrosis may follow, usually taking 
the course of a solitary abscess. Abscesses may 
also result from hematogenous dissemination 
and are then more likely to be multiple. 


A pulmonary abscess is a necrotic core sur- 
rounded by inflammatory consolidation. It 
casts a dense shadow. Early it is indistinguish- 
able from ordinary consolidation but even- 
tually the necrotic center may become less 
dense. If there is a communication with a 
bronchus, a fluid level and air pocket can be 
visualized (Fig. 5). 

Serial roentgenograms following the course 
of the pathologic changes in pneumonia from 
the incipient stage to consolidation and final 
resolution are of definite value in more ac- 


curate diagnosis, particularly from the etio- 
logic standpoint. In the practical everyday 
practice of radiology, however, we must often 
dispense with numerous examinations so the 
stage of the pneumonia becomes an interpre- 
tative problem as well. 


Neoplasms 
Primary neoplasms in the lungs of chil- 


dren are rare except for the lymphoma group 


FIG. 5 


Complication of pneumonia, a lung abscess demonstrating 
fluid level. 
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with mediastinal involvement and secondary 
effects on the pulmonary system. Of the pul- 
monary neoplasms the metastatic lesions are 
by far the most common. Among these, 
metastases from Wilms’ tumor of the kidney, 
neuroblastoma, and the osteogenic sarcoma 
group, constitute the majority. They are 
usually multiple but may be solitary, and 
they range in size from discrete small lesions 
to masses involving an entire lobe or even an 
entire lung. A major point differentiating 
neoplasms from a pneumonic process as seen 
roentgenographically is the absence of any 
associated obstructive atelectasis or emphy- 
sema.! 


Summary 


The evaluation of chest lesions in children 
requires an understanding of the physiologic 
and developmental changes in the lung as 
well as the technical problems in obtaining 
adequate roentgenograms. Examples typifying 
the problems in differential diagnosis have 
been presented primarily on the basis of the 
fundamental changes that one sees regardless 
of the etiologic agent. It is concluded that 
the physiologic and pathologic processes must 
be properly interpreted before an etiologic 
diagnosis can be considered. 
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Discussion (Abstract) 


Dr. J. E. Miller, Dallas, Tex. One might ask why 
Dr. Chapman feels there is anything special about 
the radiologic evaluation of chest lesions in children. 
I would agree with him that it is different from the 
evaluation of lesions in adults and, therefore, deserves 
the attention of those who might be responsible for 
interpreting films in children. There is no doubt in 
my mind that one who sees a large number of chest 
films of children will acquire a visual dexterity that 
will make him better suited to interpret such films. 
There are many fundamental points of similarity be- 
tween chest films in adults and children. 


I would like to stress very much the technic of 
taking films in children since it is a more difficult 
task than in adults. Certainly an experienced and 
understanding, as well as patient technician can be a 
jewel in this respect. It is my contention that the 
exposure of the films should be such that the inter- 
spaces between the lower thoracic vertebrae should 
barely be visible. This will permit visualization 
through the cardiac silhouette and through the liver. 
This is important, since at least 25 per cent of the 
lung area is not available for inspection if the film 
is so light that one cannot see through the cardiac 
silhouette. Even the lateral film, which should be 
routine, does not always compensate for underexposure 
in the postero-anterior film. I feel very strongly about 
many of the questions brought up by the essayist but 
do not have the time to discuss each individually. The 
problem of bronchial obstruction and its manifesta- 
tions is probably the most important consideration 
in evaluating chests, especially in very young infants. 
These tiny bronchi are more easily obstructed by 
mucus no matter what its viscosity. It is most impor- 
tant to recognize the resulting overdistention and 
atelectasis which occurs. It is my impression that 
fundamental research on the problem of bronchial 
obstruction in very young infants may yield consider- 
able information concerning diagnosis, but more im- 
portant, therapy of the lesions which occur in the 
infant’s chest. It is my impression that sequelae which 
make surgery subsequently desirable and _ necessary 
could be eliminated in a large measure. 

I have enjoyed the privilege of reading and dis- 
cussing Dr. Chapman’s paper and recommend to you 
the full text. 
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The Role of Surgery in the Present 
Day Treatment of Pulmonary 
Tuberculosis: A Review of 143 Consecutive 


Operations 


ROBERT K. OLIVER, M.D., SIM PENTON, M.D., L. O. DAVENPORT, 
M.D., and E. E. HALE, JR., B.S.,* Montgomery, Ala. 


The authors present their results in the surgical approach to pulmonary tuberculosis. 
A review of the literature offers a comparison for the evaluation of their results. 


Introduction 


Since TurFieR,! in 1891, attempted an extra- 
pleural pneumothorax to control hemorrhage, 
surgery has been employed in this country 
with varying degrees of enthusiasm and suc- 
cess in the treatment of pulmonary tubercu- 
losis. In 1934, Freelander? performed the first 
successful planned resection for pulmonary 
tuberculosis. With the improvement of sur- 
gical technic, anesthesia, blood transfusions, 
and antimicrobial drugs, surgery is becoming 
more and more a major part of the thera- 
peutic armamentarium of the modern tuber- 
culosis sanatorium. The purpose of this paper 
is to present a series of 143 consecutive opera- 
tions performed at the Montgomery Tuber- 
culosis Sanatorium from 1948 through June 
1955, to discuss the indications, results, and 
prognosis of the various procedures, which 
include thoracoplasty, resection, and Lucite 
plombage, and to review a few similar series 
found in the literature. 


Case Material 


This is a 146 bed tuberculosis sanatorium 
with an average of about 200 admissions per 
year. The 143 operations presented here rep- 
resent 139 different patients. There were 64 
males and 75 females. Sixty-two were white 
and 77 colored. The operations are made up 
of 75 staged thoracoplasties, 29 Lucite ball 
plombages in the extraperiosteal plane, and 
40 resections of which nine were total and 
31 subtotal. In this study we have classified 


*From the Montgomery Tuberculosis Sanatorium, Mont- 
gomery, Ala. 


each operation as a “success” or “failure.” 
Those termed a “success” have inactive disease 
now or, in the case of a few who were lost 
to follow-up, had inactive tuberculosis of con- 
siderable duration when last heard from. 
There are a very few patients whose tuber- 
culosis was inactive and who returned to their 
homes and jobs after operation only to have 
a reactivation several years later. These pa- 
tients are classified as “successes” because we 
feel that their operation accomplished its pur- 
pose, and with better outpatient supervision 
they would probably still have inactive tuber- 
culosis. 


Thoracoplasty 


The conventional posterior thoracoplasty 
is a treatment of pulmonary tuberculosis that 
has stood the test of time better than any 
other method of collapse therapy. It is adapted 
to selective collapse, and repeated treatment 
to maintain collapse is not required (as in 
pneumothorax), nor is there the danger of 
development of empyema or other hazards 
or pneumothorax or pneumoperitoneum re- 
fills. As a surgical procedure it is relatively 
easy to perform and is accompanied by a low 
mortality rate as well as a low incidence of 
operative complications. Some of the disad- 
vantages include loss of functioning lung tis- 
sue, the multiple stages required and physical 
deformity which results. 


Clinical Material. Thoracoplasty was the 
first surgical procedure done at this sana- 
torium and comprised the great majority of 
all operations during the first five years of 
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the Montgomery Tuberculosis Sanatorium from 1948 until 
the present time. 


this series as will be noted in figure 1. There 
were 74 thoracoplasties done as primary pro- 
cedures for the treatment of pulmonary tu- 
berculosis. Of these, three were one stage, 42 
two stage, 26 three stage and three were four 
stage procedures, for a total of 180 stages. 
Fifty-one of these patients had antimicrobial 
therapy; the other 23 (most prior to 1952) 
did not. Although streptomycin and PAS were 
available in limited quantities at the time 
most of these operations were performed, the 
price was prohibitive and the budget of this 
sanatorium could not cover the cost of chemo- 
therapy in any but the most desperate cases. 
Collapse therapy in the form of pneumo- 
peritoneum or pneumothorax had been at- 
tempted in 33 patients who ultimately came 
to operation. An attempt was made preop- 
eratively to predict the result which each pa- 
tient could expect to receive from the thoraco- 
plasty. This was done on the basis of dura- 
tion of disease, length and type of previous 
therapy, and judgment based upon the x-ray 
findings. Six were classified as having a good 
prognosis, 35 fair, 29 poor and 4 were un- 
classified. The indications for performing the 
thoracoplasty in each case can be classified 
under one of the following: (1) persistent 
cavitation after a good trial of conservative 
therapy; (2) salvage of patients who were 
unable to tolerate resection; (3) those patients 
in whom thoracoplasty was elected primarily 
as the best form of therapy; and (4) failure 
of previous surgical procedures. 


Results. This study represents a period 


of up to eight years of follow-up. The results 
have been classified as explained above under 
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the headings of “success” or “failure.” Fifty. 
six patients are classified as having successful 
results and 18 have been classified as “fajl- 
ures.” Four patients who had thoracoplasty 
have been lost from our follow-up. They had 
from one to four years follow-up and all four 
were inactive when last heard from and are 
therefore classified as “successes.” The 18 
“failures” can be classified as follows: (1) op- 
erative deaths (those occurring within three 
months postoperatively, in 5 cases; (2) late 
deaths (due to tuberculosis), also 5 cases; and 
(3) good “chronics” (patients having positive 
sputum and/or residual cavity, and whose 
disease is being treated and is not progres. 
sive) in 8 cases. Of the 18 “failures,” 11 had 
no previous attempt at collapse therapy and 
8 had no chemotherapy. The preoperative 
prognosis was good in one, fair in eight, and 
poor in seven with two being unclassified. 
There were two one stage operations. These 
patients died before following stages could be 
completed, one because of infection in an old 
cavernostomy sinus and one of nephrosis. 
Among the failure group, six two stage, eight 
three stage and two four stage operations 
were completed. From the above, although 
the number is small, it appears that those 
who had had previous collapse and drug 
therapy obtained the best results (Fig. 2). 


Review of the Literature 


Thoracoplasty Results. Since thoracoplasties 
have been done in large numbers for over 
20 years, long term follow-up studies are 
available, and in general show good late re- 
sults. A series of 90 thoracoplasties* done 
from 1935 to 1940, and reported with 11 to 
16 year follow-up, shows that at the time of 
early follow-up in 1941, 64 patients were 
classified as arrested, 16 as not arrested and 
10 were dead. At the time of late follow-up 
in 1951, 57 of the original 64 arrested cases 
were classified as inactive and six of the 
original 16 nonarrested cases were classified 
as inactive, thus showing 63 inactive at late 
follow-up as compared to 64 inactive 10 years 
earlier. This series indicates a very favorable 
long-term result as compared with early re- 
sults. Ottosen and associates in a series of 
130 thoracoplasties, showed early results (three 
months) of 56 per cent successful outcomes, 
38 per cent with residual active disease and 
5 per cent deaths. Results three years post- 
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FIG, 2 


Figure 2, A, B, and C illustrates the combined use of conservative collapse therapy (pneumoperitoneum), chemotherapy, 
and general medical care to bring a far advanced bilateral lesion to a point at which permanent surgical collapse of 
residual cavitation was possible through the use of conventional thoracoplasty. 


operatively were 75 per cent successful, 20 
per cent dead and 5 per cent active. These 
were broken down according to the type of 
disease the patient originally had and it was 
found that the “success” rate was more than 
90 per cent in fibrocaseous and fibrosclerotic 
disease, 73 per cent in caseocavernous disease 
and less than 60 per cent in patients having 
giant cavities or destroyed lung. Adie and 
associates’ reported 334 thoracoplasties with 
late results showing 58 per cent as arrested 
or apparently cured. Lees* reported 278 con- 
secutive thoracoplasties with a five year 
follow-up revealing that 65 per cent had nega- 
tive x-ray and negative sputum studies. Hagn- 
Meincke‘ in studying 420 patients, of whom 
87 per cent had cavitary disease and 71 per 
cent had contralateral disease, found in a 
three to seven year follow-up that 46 per cent 
were healthy, 22 per cent ill and 31 per cent 
dead. Sixty-seven per cent of the living were 
well. Hughes, Lowry and Polk’ with 111 
thoracoplasties, found that 9 per cent had 
early postoperative spread of their disease and 
29 per cent had late spread. Of those with 
late spread, 39 were inactive at the time of 
five year follow-up. Sixty-four per cent of 
the patients had inactive disease five years 
postoperatively. In reviewing the various series 
discussed above one must realize that they 
are not at all comparable due to the wide 
variation in the indications used by the dif- 
ferent groups of clinicians in selecting cases 


for thoracoplasty. For the same reason they 
are not all comparable to our series. 


Comment. Probably the most important 
conclusion we can draw from this discussion 
is that thoracoplasty is one of our best forms 
of surgical therapy with a good rate of suc- 
cessful treatment of tuberculosis and, most 
important, a good record for long-term pro- 
tection against reactivation. With the increase 
in the use of antimicrobial drugs and a more 
careful selection of cases for thoracoplasty 
this procedure promises to maintain its popu- 
larity and to continue to yield gratifying re- 
sults for years to come. 


Extraperiosteal Lucite Plombage 


The history of extrapleural pneumonolysis 
is a long and disheartening one. The proce- 
dure was introduced by Tuffier in 1891.1 
The advantages of this procedure over other 
methods of collapse therapy have been recog- 
nized for a long time (see Table 1). These 


TABLE 1 


ADVANTAGES AND DISADVANTAGES OF TWO 
METHODS OF SURGICAL COLLAPSE 


Extraperiosteal 
Thoracoplasiy Lucite Plombage 
Stages Multiple Single 
Loss of functioning lung tissue Moderate Minimal 
Physical deformity Moderate None 
Paradoxical chest motion Moderate None 
Postoperative infection Minimal Severe 
Foreign body reaction None Severe 
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advantages include the fact that the opera- 
tion is a minor procedure, is done under 
local anesthesia in many clinics, and is com- 
plete in one stage. It provides a selective col- 
lapse with maintenance of a maximum of 
functioning lung tissue, there is no postopera- 
tive mediastinal shift since the chest wall re- 
mains rigid, and there is no postoperative de- 
formity of the chest as in  thoracoplasty. 
Because of these desirable characteristics 
many materials, including air, paraffin, 
sponge, fat, muscle, gauze, and rubber have 
been tried in an attempt to find a nonirri- 
tating substance that could be used as a 
plombage in the extrapleural space to main- 
tain the collapse of the lung. All of the above 
mentioned materials enjoyed a short period 
of popularity only to be discarded because 
of the subsequent infections and foreign body 
reactions which resulted. 


Review of the Literature. In 1946, Wil- 
son® published a report of the successful use 
of a nonirritating synthetic plastic material 
(methyl methacrylate, commonly known as 
Lucite) as a plombage in 25 patients. The 
plastic was used in the form of hollow spheres 
about one and one-half inches in diameter 
which were packed into the extrapleural space. 
From 15 to 60 of these balls were used de- 
pending on the size of the collapse desired. 
The balls were very light and therefore 
caused a minimum of discomfort. They were 
also radiolucent and so did not greatly inter- 
fere with x-ray visualization. In 1948, Wilson?° 
reported the results of 15 cases of Lucite 
plombage with a two year follow-up. Of the 
15 patients, 13 were improved, one was dead 
and one showed no improvement. There were 
many articles in the literature in the late 
1940’s and early 1950’s reporting favorable 
results with Lucite plombage. The procedure 
became very popular for the reasons listed 
above and was used in many instances in 
the place of thoracoplasty. Because of the 
minimal loss of pulmonary function with this 
type of collapse it could be used on patients 
with bilateral cavities and those with low 
respiratory reserve. 

As more and more clinics began to use 
this procedure of extrapleural plombage, cases 
were reported in which the Lucite spheres 
eroded through the pleura into the lung 
causing bronchopleural fistulae and_infec- 
tion. In 1950, a group at the Overholt Clinic"! 
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reported good results with a new technic in 
which the balls were enveloped in a plastic 
sheet and placed in a space developed be. 
tween the periosteum and ribs by stripping 
the periosteum from beneath the ribs and 
pushing it along with the underlying muscle, 
fascia, and pleura inward until the desired 
degree of collapse was obtained. They first 
used this as a temporary collapse followed 
by removal of the Lucite balls and thoraco- 
plasty. Some of the patients who did not 
come back for the second stage did so well 
that they began using this method as a per- 
manent collapse. In 1953, they reported’? 299 
patients on whom this procedure had been 
done. There were no infections which, in 
their opinion, were the result of the Lucite 
balls. 


Clinical Material and Results 


Our series is made up of 28 extraperiosteal 
Lucite plombages done in 1953 and 1954 as 
definitive therapy for pulmonary _tubercu- 
losis. An additional one has been done this 
year as a preliminary to thoracoplasty and 
will be discussed later. The indication for 
the operation was failure of conservative ther- 
apy in 25 cases and in three cases it was done 
as a primary procedure, an indication ex- 
plained elsewhere in this paper. Our early 
results were very encouraging. Then an oc. 
casional patient developed infection in the 
space and the balls had to be removed. With 
each additional postoperative month more 
complications arose, and in late 1954 we gave 
up the procedure entirely as a definitive 
measure. However, there may yet be a very 
limited place for the procedure as a prelimi- 
nary maneuver to conventional thoracoplasty, 
its object being to make possible very precise 
limitation of the extent of collapse to be 
finally produced. In this method the plom- 
bage is removed during the second stage 
procedure at which time, also, the ribs are 
excised. 


Of the 28 patients treated as permanent 
plombages, 8 have had the plombage removed, 
6 of these because of infection and/or foreign 
body reaction in the space. On several oc 
casions the purulent material removed at op 
eration was negative for pathogenic organisms, 
indicating to us that this was a foreign body 
reaction rather than a bacterial infection. 
Also the fact that these operations were done 
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with the same sterilization technic as our 
other surgery, in which our incidence of in- 
fection (other than that from bronchopleural 
fistula) was almost nil, seems to support this 
belief. 

One patient recently had the plombage re- 
moved 18 months after it was done because 
of persistently positive sputum and _plano- 
graphic evidence of cavitation in the left 
upper lobe. This patient had no evidence of 
infection or of foreign body reaction. The 
overlying ribs showed no sign of structural 
change by x-ray examination, and the plom- 
bage material as judged by conventional and 
planographic x-ray observation did not appear 
to be unusual. However, when removed two 
of the 14 Lucite spheres had separated into 
halves and three contained an amber fluid. 
There was a grayish-white material of peculiar 
character floating free in the balls containing 
fluid, lining the separated hemispheres, and 
widely distributed throughout the plombage 
area. This material was negative for acid fast 
bacilli. All spheres had been tested for leak- 
age by immersion for 24 hours before use. 
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The other two plombazes were removed 
because of devitalization and sequestration 
of the ribs overlying the plombage. This un- 
fortunate occurrence is brought on by a de- 
creased blood supply to those ribs which have 
been stripped of much of their periosteum. 
There are three other patients whose recent 
x-ray films indicate the ribs over the plom- 
bage are becoming quite thin and that they 
will probably require operation for removal 
of the balls in the near future. One other 
patient has evidence of fluid in the plombage 
space which it is feared will become grossly 
infected and will finally require removal. 
Besides these there are three patients who 
still have their plombage but who have a 
persistent cavity beneath it and their sputa 
remain positive. Another patient had a sub- 
scapular hematoma postoperatively which was 
controlled adequately by aspiration. At the 
time of removal of the plombage three pa- 
tients had a thoracoplasty and one had a 
resection. Six of the eight patients who had 
their plombage removed are now well. 


Following our original classification of re- 


FIG. 3 
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Figure 3 illustrates the use of extraperiosteal Lucite plombage to re-establish control of a reactivated lesion which had _ pre- 


vious] 
This patient nevertheless remains well at this date. 


y been treated conservatively. The bony framework overlying the plombage reveals evidence of erosion of devitalized ribs. 
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sults as “success” and “failure” we have 12 
“failures” and 14 successful Lucite plombages 
as of this writing (Fig. 3). Two patients have 
been lost to follow-up. There are four patients 
now classified as “success’’ who will probably 
become “failures” as far as the plombage is 
concerned. There are six patients whose 
plombage was a “failure” but who are now 
well. This high percentage of “failures” (46 
per cent of those followed to this time) has 
led us and those at most other sanatoria to 
abandon the Lucite plombage as a definitive 
method of surgical treatment of tuberculosis. 

Inada and associates,'* in Japan, reported 
the results of 63 consecutive operations for 
removal of Lucite plombage. The reasons for 
removal were as follows: fluid in the plom- 
bage space in 27; positive sputum in 18; at 
the patient’s wish in 8; and for extrapleural 
empyema in 6. 

This operation had a mortality of 4.8 per 
cent with an additional 12 per cent having 
serious complications. It was also brought out 
that Lucite plombage, once very popular with 
physicians and patients in Japan, has now 
been abandoned. Desforges, Gibbons and 
Surrieder'* reported 32 Lucite plombages 
which were removed routinely four months 
postoperative, at which time thoracoplasty 
was done. Of these, 12 (37 per cent) con- 
tained fluid which was positive for tubercle 
bacilli by culture. Although the space was 
not frankly purulent at the time, the authors 
were confident that it would have become so 
within a short period. 

The procedure of performing Lucite plom- 
bages and then removing them a few months 
postoperatively and doing a thoracoplasty at 
that time was also advocated by Povah!® in 
a report of 27 cases done in that manner. 
The advantages of this method over primary 
thoracoplasty are: (1) a more selective col- 
lapse is possible with removal of fewer ribs; 
(2) there is no mediastinal shift or paradoxi- 
cal motion; and (3) there is less deformity 
and fewer postoperative complications. He 
recommends that the plombage remain three 
months. Our twenty-ninth Lucite plombage 
was done, like these, as a preliminary to thora- 
coplasty which was performed three weeks 
later, at which time there was grayish-brown 
foul smelling fluid in the plombage space. 
At the present time we are not certain 
whether this case will be a “success” or “‘fail- 
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ure” but we feel that if Lucite plombage has 
any place in the treatment of tuberculosis 
this is it. The material is not present in the 
tissues long enough to cause a severe foreign 
body reaction, and the advantages listed above 
make it desirable in patients with low re. 
spiratory reserve or on whom bilateral col- 
lapse is needed. 

Comment. Extraperiosteal plombage js 
an excellent concept with many theoretical 
advantages over the staged thoracoplasty, 
However, in view of past experience it seems 
unlikely that a suitable material is now avail- 
able to fill the space, and it appears to us to 
be quite hazardous to attempt to use on 
humans any new material that may be sug- 
gested until after prolonged tests in experi- 
mental animals. 


Resections 


Dawson, an Englishman, is reported to have 
done the first pulmonary resection for tuber- 
culosis in about 1875. Following that date a 
few more were attempted, but the results were 
discouraging and by 1900 the operation had 
been practically abandoned and remained un. 
used for more than 30 years. In the early 
1930’s several cases were reported in which 
a resection was done with the preoperative 
diagnosis of carcinoma or some other disease, 
and when studied pathologically the lesions 


proved to be tuberculous. The gratifying re- 


sults of these operations, insofar as_treat- 
ment of tuberculosis was concerned, led to a 
renewed interest in pulmonary resection as a 
method of treatment for this disease. During 
the next decade this renewed interest and the 
vast amount of experience in traumatic 
thoracic surgery gained in World War II re- 
sulted in improvements in surgical technic, 
methods of anesthesia, and _ postoperative 
management. The use of antibiotic and 
chemotherapeutic agents furthered this de- 
velopment and expansion of surgical interest 
in the field of pulmonary tuberculosis. The 
advent of planographic roentgenography 
aided immeasurably in the detection and pre- 
cise location of lesions. The early resections 
were salvage procedures usually done as a 
last resort, but as the operation became safer 
the indications for resection became more 
numerous and less severe, even to the point 
of prophylaxis against recurrences in inactive 


cases. 
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Resections are either total (pneumonec- 
tomies) or subtotal (lobectomy, segmental 
or wedge resection). The indications for re- 
section can be classified as destroyed lung, 
failure of thoracoplasty cases that fail to be- 
come inactive with a good trial of conserva- 
tive therapy and patients for whom resection 
is thought to be the treatment of choice at 
the time of admission. The latter are often 
patients who have had reactivation of a 
previously inactive tuberculous process. An- 
other indication, that of resection of all stable 
residual necrotic foci which remain after a 
sufficient course of chemotherapy, was ad- 
vanced by Ryan, Medlar and Welles.!® This 
is based on pathologic evidence that the 
caseous residual lesion is responsible for exa- 
cerbations months and years after the patient 
has been pronounced arrested or inactive. 
This principle has been challenged by many? 
on the basis that the small percentage of 
patients who break down does not warrant 
the morbidity and mortality, however small, 
of resection. At present the individual patient 
is evaluated for resection on this indication 
much more conservatively than was first urged. 


Clinical Material and Results 


The resections in our series were 40 of 
which 9 were pneumonectomies, 23 lobec- 
tomies, and 8 segmental or wedge resections. 
All of these patients had previously been 
treated with antibiotics, chiefly streptomycin 
and PAS, and most of them had pneumo- 
peritoneum. Twenty-seven had positive sputa 
prior to operation and 13 had sputa which 
were negative for acid-fast bacilli. An attempt 
was made to evaluate, on the basis of clinical 
judgment, the chances each patient had of 
receiving benefit from resection. Twelve were 


TABLE 2 


THE DIFFERENT TYPES OF RESECTIONS WITH THE 
VARIOUS INDICATIONS USED FOR EACH 


Wedge or Pneumo- 
Segmental Lobectomy nectomy Total 
Failure of conser- 
vative therapy 3 9 6 18 
Primary treatment 2 7 9 
Thoracoplasty failure 4 4 
Residual lesion 2 2 4 
Destroyed lung 3 3 
Failure of sur- 
gical collapse 1 1 
Diagnosis and excision 
Total 8 23 9 40 
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classified as having a good prognosis, 16 as 
fair, and 11 poor. The comparative frequency 
of the various indications for resection is 
shown in table 2. The one case of failure of 
a previous surgical collapse was a patient 
who had an extraperiosteal Lucite ball plom- 
bage which had become infected. The plom- 
bage material was removed at the time of 
resection. The resection done for diagnosis 
and excision was a patient who had symptoms 
of hemoptysis, fever and weight loss, and a 
shadow on x-ray study which demanded ex- 
ploration. The pathologic diagnosis was 
residual scarring probably due to an old in- 
farct. Of the 40 cases, 33 were classified as 
“successes” and 7 as “failures.” Among the 
“failures” there were 4 deaths, 3 died within 
48 hours postoperatively of hemorrhage, pul- 
monary insufficiency, and cardiac failure and 
shock, respectively. One patient died 3 months 
postoperatively of empyema and _ broncho- 
pleural fistula. Three other “failures” still 
have active tuberculosis and are being treated 
at this time. One of them had a broncho- 
pleural fistula and now has empyema. This 
latter patient is one of our most dishearten- 
ing results. 

Case Report. The patient is a 35 year old white 
male who was first seen in December of 1953 with 
a minimal lesion in the left upper lobe. He was 
treated conservatively and the lesion became stable. 
Excision of the residual focus was advised at that 
time but the patient refused and was discharged 
as probably inactive. After discharge the patient’s 
sputum converted to positive and he was readmitted 
four months later. At that time x-ray examination 
showed evidence of moderately advanced pulmonary 
tuberculosis in the left upper lobe, but no areas 
suggestive of cavitation were present. Sputum was 
negative at the time of readmission. The patient was 
put on chemotherapy utilizing streptomycin and 
isoniazid, and thoracotomy with removal of the apical- 
posterior segment of the left upper lobe was done. 
Five days postoperatively the patient developed a 
bronchopleural fistula and pneumothorax on the left 
side. Within a few days frank empyema developed 
and drainage tubes were inserted. The tubes were 


removed 3 months later. At present, 5 months post- 


operatively, the patient has positive sputum and x-ray 
evidence that may represent a large cavity. 

In contrast with other patients in whom sur- 
gery failed, this patient’s prognosis without 
surgery was fair or even good, and his sputum 
was negative preoperatively. This case is pre- 
sented to bring out some of the hazards of 
segmental resection for residual lesions, a 
practice which some advise should be done 
routinely. 
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Two of those classified as “success” have 
had active disease with positive sputum 
since operation but have been treated and 
are again inactive. Another had a reactiva- 
tion 4 years postoperatively and is being 
treated now. One developed a bronchopleural 
fistula postoperatively. This healed with con- 
servative therapy and the patient is now well 
and working. One patient who had a pneumo- 
nectomy is now a respiratory cripple. Of the 
7 pneumonectomy patients who survived the 
operation, 4 had compensatory thoracoplasties 
postoperatively, one had a thoracoplasty prior 
to operation, one had thoracoplasty at the 
time of operation, and another, who still 
has active disease, refused to submit to thora- 
coplasty and left against advice. ‘two compen- 
satory thoracoplasties were done on patients 
who had lobectomies (Fig. 4). One of these 
patients had previously had the other two 
lobes of the right lung removed and _ this 
operation, in substance, left her with a right 
pneumonectomy. 

Results Reported by Others. One of the 
largest single series of cases of pulmonary 
resection for tuberculosis was reported by 
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Douglas, Bosworth, Judd and Chang.'® Their 
report contained 507 patients with 589 re. 
sections done between 1949 and 1953. In order 
to present a clearer picture of what to expect 
from resections they divided their group into 
those operations which were done as a sal. 
vage procedure and those done as elective 
procedures. Their criteria for a salvage opera- 
tion was a patient with one of the following: 
failure of thoracoplasty cavity more than one 
centimeter in diameter persisting after pneu- 
mothorax or after a good course of chemother- 
apy, destroyed lung, tuberculous empyema or 
bronchostenosis. The elective group was made 
up of patients with a residual necrotic lesion 
which could be assumed to harbor viable 
mycobacteria and be a source of possible re- 
activation. This is in accordance with the 
principle of Ryan, Medlar and Welles which 
was discussed above. There were 110 salvage 
patients and 397 on whom elective operation 
was done. Of the salvage group 70 per cent 
now have inactive tuberculosis, 18 per cent 
active, and 12 per cent are dead. Of those 
who had elective procedures 95 per cent now 
have inactive tuberculosis, 3 per cent remain 


FIG. 4 


A 


This illustrates a typical pneumonectomy followed by compensatory thoracoplasty. 
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active and 2 per cent are dead. The results 
with elective surgery are very impressive, but 
again one wonders whether those 2 per cent, 
which represents 8 persons, would not have 
handled their tuberculosis satisfactorily with 
further conservative therapy or might never 
have had a recurrence. An additional 3 per 
cent, 12 persons, have active disease now 
despite attempted removal of their residual 
disease by operation. Chamberlain and asso- 
ciates!® reported a series of 300 patients in 
whom the same indications and operations 
were used; of these 3.3 per cent have active 
disease and another 3 per cent are dead. 

As an indication of the effect of anti- 
microbial drugs on the surgery of tuberculosis 
Johansson and Uggla?® reported 54 cases of 
pulmonary resection for tuberculosis. Among 
19 patients who did not have chemotherapy 
there were 7 postoperative deaths. Of 35 pa- 
tients who had chemotherapy only 2 died 
postoperatively. Thirty-six of the 54 are now 
well. Zerbini?! reported 76 patients who had 
pulmonary resection with 72 per cent having 
inactive disease, 10 per cent active disease, 
and 19 per cent being dead at the time of 
follow-up. Kelley and Pecora?? presented 101 
patients with 107 resections for indications 
comparable to ours. They found 82 per cent 
of these patients with inactive disease and 
only 3 per cent dead at the time of follow-up. 
Sive, Bogen and Dolley?* reported 84 resec- 
tions with an overall death rate of 10.7 per 
cent, and 64 per cent now have negative 
sputum. Beatty, Buckingham and Ottosen*+* 
reported 93 resections done between 1940 and 
1949 with a 20 per cent death rate. Most 
of the deaths were due to bronchopleural 
fistula with empyema and to cardiorespiratory 
failure. A review of all the above reports as 
well as our own experience reveals that these 
two complications are by far the most fre- 
quent cause of operative failure and death. 

Comment. ‘The experience of others seems 
to show that one can expect a mortality rate 
of 5 to 20 per cent and a long-term cure rate 
of about 60 to 70 per cent with well planned 
and executed pulmonary resection. 


Discussion 


We believe that the material presented in 
this paper represents a cross section of pul- 
monary tuberculosis in all stages and most 
of the different methods of surgical therapy 
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The relative efficiency of the operative procedures discussed 
as applied at the Montgomery Tuberculosis Sanatorium. 


now used in tuberculosis sanatoria in this 
country (Fig. 5). Although this paper deals 
primarily with the surgical treatment of tu- 
berculosis we wish to point out that conser- 
vative management, i.e. drugs and often 
pneumoperitoneum, is the initial treatment 
of choice in over 80 per cent of patients, with 
surgical intervention being used as a very ef- 
fective reserve measure. 


The staged thoracoplasty remains a con- 
sistently effective method of collapse therapy 
and has been shown by long-term follow-up 
studies to be very effective in the prevention 
of reactivation. With the increased use of re- 
section many patients who would have been 
recommended for thoracoplasty 10 years ago 
are now having resections. This is as it should 
be, but there are still many patients for whom 
thoracoplasty is the best treatment. This fact 
should not be forgotten in the ever increasing 
trend toward resection. 


Although the theory of extrapleural plom- 
bage has many advantages over the staged 
thoracoplasty, its practical application using 
Lucite spheres as the plombage material has 
led to very disheartening results and has been 
abandoned by us as well as most other centers 
for the treatment of tuberculosis. The use 
of Lucite plombage as a temporary procedure 
followed by thoracoplasty may have limited 
usefulness. 


Pulmonary resection and antituberculous 
drugs, without which resection is extremely 
hazardous, have caused a revolution in the 
treatment of tuberculosis that many predict 
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will eliminate the “white plague” as a public 
health problem within a few decades. In- 
numerable patients who 10 years ago would 
have died of progressive tuberculosis are now 
being enabled to resume their place as an 
asset to society. The principle of exicision of 
residual lesions as prophylaxis against reacti- 
vation should, in our opinion, be limited 
to a select group of patients who, as judged 
by past performance or other factors, will 
not take proper precautions to prevent re- 
lapse or because of occupational or other 
special considerations will not be in a position 
to have good follow-up and supervision. 


Summary 


1. A series of 143 consecutive surgical pro- 
cedures performed at the Montgomery Tuber- 
culosis Sanatorium between 1948 and 1955 
in the treatment of pulmonary tuberculosis 
is presented. 

2. There were 74 complete thoracoplasties 
with a total of 180 stages. Fifty-six (76 per 
cent) were classified as “successes” and 18 (24 
per cent) as “failures.” Of the “failures” 5 
patients died in the early postoperative 
period, 5 in the late postoperative period 
and 8 remain as “good chronics.” 

3. Twenty-nine  extraperiosteal Lucite 
plombages were done with 12 (43 per cent) 
“failures” and 15 (52 per cent) “successes.” 
Two patients have been lost to follow-up. 


4. Forty resections for tuberculosis were 
performed. Thirty-three (82 per cent) were 
“successes” and 7 (18 per cent) were “fail- 
ures.” There were 9 pneumonectomies, 23 
lobectomies and 8 segmental or wedge re- 
sections. 


5. A discussion of the indications and re- 
sults of each procedure is presented along 
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with a review of similar series found in the 
literature. Some of the good and bad aspects 
of each operation are discussed. 
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Teaching Aids For Instruction in 
Radiologic Study of the 


Gastrointestinal ‘Tract 
H. R. OSHEROFF, Colonel, M.C., U.S.A.,* Freeport, Til. 


The author describes his artificial teaching aids which he believes 


have advantages over pathologic specimens. 


THE AUTHOR has been impressed with the im- 
portance of fundamentals in the study or 
presentation of any subject. The process of 
instruction is easier, and the process of learn- 
ing is more satisfactory to the student if the 
basic elements are presented and grasped be- 
fore more detailed features are given. The 
method described here has been used at the 
U. S. Army Hospital, Camp Gordon, Georgia, 
and at the Medical College of Georgia. 


One of the more difficult aspects of radio- 
logic interpretation relates to the gastrointes- 
tinal tract. Dr. L. H. Garland taught us 
when we were residents that one had to 
do at least 500 gastrointestinal studies to ap- 
preciate what he was seeing. As the years have 
gone by, I have wondered if the figure was 
not on the conservative side. Thus, one can- 
not hope to make accomplished interpreters 
of studies of the gastrointestinal tract out of 
medical students, interns or residents other 
than those in radiology. One can give them 
only enough so the subject is not just an im- 
penetrable haze. 


Changes in the gastrointestinal tract are of 
two types which actually blend one into the 
other. This article discusses teaching the 
structural changes rather than the functional. 
It is limited to changes in the contours of the 
gastrointestinal tract and their radiologic 
manifestations. 


The use of gross pathologic specimens in 
correlating changes in contour of the gastro- 
intestinal tract with x-ray findings is good, 
but has certain innate disadvantages: (1) the 
student becomes so engrossed in the specimen 
that he misses the point the specimen is being 


*From the Radiology Service, U. S. Army Hospital, Camp 
ion, Ga., and the Department of Radiology, Medical Col- 
lege of Georgia, Augusta, Ga. . 


used to illustrate; (2) the specimen deterio- 
rates and it is difficult to correlate the ap- 
pearance of the x-ray finding with that of 
the specimen; (3) specimens are difficult to 
handle, get lost or are destroyed. 

The technic to be described obviates these 
disadvantages in that the specimen per se is 
not particularly interesting and is simple; its 
appearance does not change; and if it is 
broken or lost it can be readily reproduced, 
with no limit to the number that can be made. 


Materials used are simple, inexpensive and 
readily available. They include pyrex test 
tubes, one inch in diameter, with corks; paraf- 
fin of the type used in the pathologic lab- 
oratory; a pan in which to heat the paraffin: 
an L-shaped object which can be heated; and 
most important, a little ingenuity. 

The paraffin is heated and poured into the 
test tube which is held in a semihorizontal 
position. Thickness of the coat depends upon 


FIG. 1 


Raised lesion with central ulceration. 
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FIG. 2 


Raised lesion, lateral view, with barium, 


lating food particles near lesion). 


FIG. 3 


FIG. 4 
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(paraffin simu- Ulcer, lateral view with barium. 


FIG. 6 


Ulcer, AP view with barium. 


FIG. 7 


Paraffin model, ulcerative colitis. 


wee 


FIG. 5 
Raised lesion, AP view, with barium. ee 
> 
Ulcer 
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FIG. 8 ient paraffin to simulate multiple ulcerations, 

_ such as ulcerative colitis. The number and 


Plastic tubing to simulate ascaris in small bowel. 


the amount of paraffin. The tube may be 
cooled more quickly by immersing it in run- 
ning water. Once the paraffin has cooled, 
depressions can be shaped with a hot, pointed 
instrument to simulate an ulcer. More paraf- 
fin can be added in localized areas to simu- 
late malignancy, polyps, etc. Hot water can 
be poured quickly in and out, removing suffi- 


variety of specimens is limited only by one’s 
imagination. 

Once the specimen is created, the test 
tube is filled with a barium mixture of about 
the thickness used in doing a gastrointestinal 
series, is corked and an x-ray film made. 
We use the following factors: 20 MAS with 
KVP ranging from 40-66. When pertinent, 
views are taken in two planes. The specimen 
is then washed clear of the barium. The x-ray 
films taken can readily be compared with 
the specimen. 


The author does not claim originality for 
the process. Although he has not been able 
to find any reference to the method in the 
literature, he is certain it must have been 
used, for it is so simple and effective. 


Summary 


A technic for teaching one aspect of gastro- 
intestinal roentgenology used at the U. S. 
Army Hospital at Camp Gordon, Georgia, 
and the Medical College of Georgia, is dis- 
cussed and illustrated. 


Compensatory Renal Hypertrophy 
and the Anterior Pituitary” 


THOMAS FINDLEY, M.D.,; and W. D. DAVIS, JR., M.D.,£ New Orleans, La. 


Here are some interesting findings and thoughts concerning a function of the anterior lobe of 
the pituitary, if there has been loss in renal mass, and its relationship to hypertension. 


IT Is NOW MORE THAN TWENTY YEARS since 
Goldblatt published the first reliable method 
for producing sustained diastolic hypertension 
in animals. Others have quite properly ob- 
tained hints that the brain, the autonomic 
nervous system, the hypophysis and the 
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. S. Public Health 


adrenals may also be pathogenetically in- 
volved, but the kidney still dominates the 
stage, a massive challenge to those who deny 
its importance. Oddly enough, however, there 
is still no agreement as to whether the kidney 
whose renal artery is constricted is hyperfunc- 
tioning or hypofunctioning in so far as eleva- 
tion of blood pressure is concerned. Although 
there can be no doubt that a kidney whose 
blood supply is acutely restricted does elabo- 
rate pressor substances in increased quanti- 
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ties, the proof that this is so after new equi- 
libriums have been reached is not impressive. 
When one is faced with two alternatives, it 
is probably wise to choose not the one for 
which there is the greater number of argu- 
ments, but that one against which there are 
the fewer objections. Certainly the case for 
hyperrenalism became less persuasive when 
several investigators independently produced 
hypertension by bilateral nephrectomy. 

Grollman and his colleagues! have been 
particularly successful in prolonging the lives 
of bilaterally nephrectomized dogs and there- 
by claim to have reproduced the clinical and 
pathologic picture of malignant hypertension. 
Others?* have shown that hypertension oc- 
curs after bilateral nephrectomy in rats whose 
duration of survival is increased by parabiotic 
union with normal animals. The appearance 
of hypertension after bilateral nephrectomy 
has also been reported in rabbits by Picker- 
ing? and in rats by Floyer.§ Important as 
these observations are they do not, however, 
permit a decision as to whether reduction 
in renal mass elevates blood pressure by im- 
pairing the excretion or utilization of pressor 
substances from some extrarenal source or 
whether the renal tubules themselves secrete 
antihypertensive material. 


Since hyporenalism is at least a theoretic 
factor in the genesis of high blood pressure, 
the problem of renal damage and repair must 
be considered. A biologist would be bold 
indeed to undertake a brief discussion of the 
phenomena of growth but there is one facet 
which may have important clinical implica- 
tions: i.e., so-called compensatory hypertrophy 
of tissue. The name may not be entirely 
satisfactory but it is generally understood to 
refer to the capacity of certain organs to 
regenerate after reduction of their total mass 
at a rate which exceeds that at which the 
whole organism grows. This is not a property 
inherent in all tissues. Of the various paired 
organs, for example, it is obvious that the 
eye, ear, tonsil or an extremity does not en- 
large after removal of its mate; nor does 
brain, prostate, seminal vesicle or uterus re- 
generate at an accelerated rate after injury 
but the kidney does and so does the adrenal, 
gonad, liver and lung.® In general, this phe- 
nomenon appears to be controlled in part 
by the anterior lobe of the pituitary, for 
regeneration of the kidney after subtotal 
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nephrectomy is greatly inhibited by hypophys- 
ectomy!®5 and also by such anterior pitui- 
tary inhibitors as cortisone’® and estrogen.!8 
In any event the increased excretory load 
on the remaining renal tissue is not an im- 
portant stimulus to growth.'® 

It seems to be an article of faith among 
endocrinclogists that damage to or removal 
of a target organ evokes an increased output 
from the anterior pituitary of its specific 
trophic hormone. There is, of course, a 
voluminous literature dealing with the pressor 
and renopathic properties of anterior pitui- 
tary extracts and adrenal steroids?® but ap- 
parently no attempts have been made to de. 
termine whether reduction in renal mass elicits 
overproduction of renotrophic agents from 
these sources. Heinbecker?! reported that the 
wrapping of one kidney and the removal of 
the other in dogs increased the relative num- 
ber of acidophils in the anterior pituitary 
and caused enlargement of the adrenals; he 
assumed that this effect was due to renin. 
We”? confirmed his observations that the 
differential cell count in the anterior pituitary 
of the normal dog is acidophils, 40 per cent, 
basophils, 9 per cent, and chromophobes, 51] 
per cent, and showed that a relative acidophil 
increase occurred soon after the establishment 
of hypertension by application of renal artery 
clamps. The same shift, however, accom- 
panied hypertension due to bilateral neph- 
rectomy so we questioned the importance of 
a renal pressor substance and suggested that 
the renal tubules might secrete something 
which normally inhibits acidophil activity. 


Experimental Data 


Subsequently, some observations which 
seem pertinent were made during the course 
of experiments designed for other purposes. 
When left side nephrectomy was done on two 
dogs two weeks prior to autopsy, definite 
hypertrophy of the remaining kidney was 
indicated by an almost 50 per cent increase 
in the ratio (Gm. right kidney/Gm. left kid- 
ney x 100) and the relative proportion of 
acidophils of the anterior pituitary was greatly 
increased (Table 1). Blood pressures as meas 
ured by direct puncture of the femoral artery 
after anesthetization with pentothal sodium 
remained normal from operation until death. 


In two other dogs complete renal ischemia 
was induced by clamping the left renal pedicle 
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(artery and vein) for two hours, Koletsky?* 
having shown that this procedure is com- 
patible with survival even when combined 
with contralateral nephrectomy. Autopsy was 
done two weeks later. Table 1 shows that 
acidophilia of the anterior pituitary had oc- 
curred, but the degree of compensatory hy- 
pertrophy was approximately half that ob- 
served in those in which unilateral neph- 
rectomy had been done. Apparently, there- 
fore, even damaged tubular tissue exerts what 
Selye and Stone** described as an “anti- 
renotrophic” effect. Hypertension did not ap- 
pear postoperatively. 

In a third pair of dogs the left pedicle 
clamp was applied for two hours and the right 
kidneys were removed two weeks later. Au- 
topsies were done after an additional two 
weeks, by which time it was anticipated that 
growth of the damaged kidneys had been 
accelerated. Table 1 shows that this was the 
case, for the weights of the right and left 
kidneys were almost identical. Acidophilic 
proliferation had again taken place. Unfor- 
tunately, the blood pressures were not meas- 
ured postoperatively. 


Most of those who believe that the kidney 
is not humorally hyperactive in chronic renal 
hypertension think that hypertension results 
because pressor material from extrarenal 
sources is retained in the blood stream. Braun- 
Menendez” has pointed out that agents known 
to accelerate renal growth also have impor- 
tant effects upon protein metabolism (high 
protein diet, anterior pituitary extracts, andro- 
gens, thyroxin), and he suggested that hyper- 
tension appears whenever the kidneys are 
unable to keep the blood concentration of an 
unknown intermediary protein metabolite 
called factor x or renotrophin within normal 
limits. He gave no blood pressure data but 
argued persuasively that whenever total mass 
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is diminished to the point at which reno- 
trophin retention occurs, the kidneys grow 
until the excretion rate once more becomes 
adequate, at which time renal growth ceases 
and hypertension disappears. If, however, the 
kidneys are unable to enlarge adequately for 
chemical or structural reasons in response to 
an increased metabolic load, such as might 
be placed upon them by high protein diets 
or anterior lobe extracts, hypertension per- 
sists. He found that parabiotic union of nor- 
mal and totally nephrectomized rats’ resulted 
in renal hypertrophy in the normal partners. 
The influence of growth is also emphasized 
by Best and Hartroft,2®° who observed that 
frequently hypertension developed in rats if, 
when very young, they had been placed for a 
brief time on diets sufficiently low in choline 
to result in hemorrhagic necrosis of the kid- 
neys; protracted low choline intake does not 
do this because it also interferes with growth. 
Handler and Bernheim??: 28 thought that diets 
low in protein or in choline reduced hyper- 
tension due to subtotal nephrectomy by in- 
terfering with endogenous ACTH production. 
Friedman and Friedman?® on the other hand, 
suggested that the extrarenal pressor sub- 
stance is DOCA-like material from the adrenal 
cortex but Turner and Grollman*® produced 
malignant hypertension in dogs by bilateral 
nephro-adrenalectomy which was not ac- 
counted for by changes in cardiac output, 
blood volume or venous pressure.' Also, 
Green and co-workers*! observed that the 
hypertension initiated by administration of 
DOCA to rats was prevented by hypo 
physectomy but not by adrenalectomy. 


Discussion 


It may be hazardous to draw functional 
inferences from changes in structure and 
physiologic confirmation is certainly needed, 


TABLE 1 
Operation Dog Gm. right kidney Anterior Pituitary Chromophobes Hypertension 
# Gm. left kidney X 100 % 
Left nephrectomy 1 1.5 0 
2 1.4 7 1.8 28.2 0 
Left pedicle clamp 1 1.16 70.3 0.6 29.1 0 
2 1.24 62.7 4.3 33 0 
Lefi pedicle clamp 1 1.15 64.2 3.2 32.6 
and 
right nephrectomy 2 1.09 68.5 2.5 29 
Normal 40 9 51 
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but the present observations at least suggest 
that reduction in renal mass is followed by 
cellular changes in the anterior pituitary 
which are compatible with overactivity of 
the acidophils and excessive production of 
growth hormone. Growth hormone has im- 
portant extra-adrenal actions*? and it is this 
or “something not yet separated from it” 
which augments renal blood flow and tubular 
function in normal hypophysectomized dogs.** 
Albright and Elrich** believed that both 
ACTH and growth hormone come from 
pituitary acidophils but Thorn and _asso- 
ciates*> favor the origin from the basophils. 
Presumably, the acidophils secrete growth 
hormone. 

Although direct correlation between hyper- 
tension and renal weight has not been demon- 
strated, a chemical defect may well exist. 
Grollman*® spoke of “a congenital hereditary 
functional disturbance involving a nonexcre- 
tory function of the kidney.” By histochemical 
technics Shorr and co-workers? found evi- 
dence of abnormal enzyme activity in the 
renal tubules of subjects with experimental 
renal and clinical hypertension. By tissue cul- 
ture technics Weiss*® observed that organs 
yield diffusible compounds which inhibit 
their growth in a highly specific manner. It 
may be, therefore, that an inborn metabolic 
defect of renal tubular epithelium invokes 
a renotrophic response from the anterior 
pituitary which is designed to be compen- 
satory and useful in nature; the end organ 
(kidney) is refractory, however, so hyperten- 
sion persists and vascular lesions appear. To 
draw a simple analogy, one’s automobile may 
become so deeply mired in the mud that a 
tow-truck, with the very best of intentions, 
succeeds only in pulling the bumper off. 
Homeostatic mechanisms can destroy the 
whole organism if they act long and intensely 
enough against irreversible defects. Despite 
failures to treat hypertension with renal ex- 
tracts, at least one type of high blood pressure 
may still be due to hyporenalism. 


Summary 


Reduction in total renal mass of the dog 
leads to a relative increase in the number 
of acidophils in the anterior pituitary. These 
cells may be the source of renotrophic hor- 
mones. 


If the kidneys are unable to respond by 
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an increase in size or function, sustained 
hypertension and vascular degeneration may 
result. 


Bibliography 


1. Grollman, A., Turner, L. B., Levitch, M., and Hill, D.: 
Hemodynamics of Bilaterally_ Nephrectomized Dog Sub- 
jected to Intermittent Peritoneal Lavage, Am. J. Physiol, 
165:167, 1951. 

2. Jeffers, W. A., Lindauer, M. A., Twaddle, P. H., and 
Wolferth, C. C:: Experimental Hypertension in Nephrec- 
tomized Parabiotic Rats, Am. J. M. Sc. 199:815, 1940. 

3. Grollman, A., and Rule, C.: Experimentally Induced 
ne in Parabiotic Rats, Am. J. Physiol. 138:587, 


4. von Euler, U. S., and Braun-Menendez, E.: Hypertension 
arterial en Ratas nefrectomizades en Parabiosis. Rev. Soc. 
argent. de biol. 24:362, 

5. Ledingham, J. M.: The Nature of the Hypertension Oc. 
Nephrectomized Parabiotic Rat, Clin. Sc. 

6. Wilson, Chiford: Renal Lp in the Production of 
Hypertension, Lancet 2:579 and 632, 1953. 

. Pickering, Role of Kidney in Acute and Chronic 
Hypertension Following Renal Constriction in Rabbit, 
Clin. Sc. 5:229, 1945. 

8. Floyer, M. A.: The Effect of Nephrectomy and Adrena- 
lectomy Upon the Blood Pressure in Hypertensive and 
ye oes Rats, Clin. Sc. 10:405, 1951. 

9. Addis, T., and Lew, W.: Restoration of Lost Organ Tis- 
sue, Rate and Degree of Restoration, J. Exper. Med. 
71:325, 1940. 

10. McQueen- Williams, M., and Thompson, K. W.: Effect of 
Ablation of Hypophysis Upon Weight of Kidney of Rat, 
Yale J. Biol. & Med. 12:531, 1940. 

11. Winternitz, M C., and Waters, L. L.: Effect of Hypo- 
physectomy on Compensatory Renal Hypertrophy in 
Dogs, Yale J. Biol. & Med. 12:705, 1940. 

12. Selye, H.: Effect of Hypophysectomy on Morphological 
Appearance of Kidney and on eernaphe Action of Steroid 
Hormones, J. Urol. 46:110, 1941. 

13. Colonge, R.: Action de l’Hypophyse sur l’Hypertrophie 
— Compensaatrice, Compt. rend. Soc. Biol. 138:494, 


14. White, H. L., Heinbecker, P., and Rolf, D.: Effects of 
Hypophysectomy on Some Renal Functions, Proc. Soc. 
Exper. Biol. & Med. 46:44, 1941. 

15. Astarabadi, T. M., and Essex, H. E.: Effect of H 
physectomy on Compensatory Renal Hypertrophy After 
Unilateral Nephrectomy, Am. J. Physiol. 173:526, 1953. 

16. Halpern, B. N., and Cournot, L.: Freinage par la Corti- 
sone de l’Hypertrophie renale Compensatrice chez le Rat, 
Compt. rend. Soc. Biol. 146:64, 1952. 

17. Hall, C. E., and Hall, O.: Growth Effects of Desoxy- 
corticosterone and Cortisone with Special Reference to 
Compensatory Renal Hypertrophy, Proc. Soc. Exper. Biol. 
& Med. 79: “_" 1952. 

18. Schaffenburg, C. Ay and McCullough, E. P.: Inhibition 
by Estrogen of ‘‘Compensatory” Renal Hypertrophy in 
the Rat, Program of the meeting of the Endocrine So- 
ciety, p. 18, May 28-30, eg 

19. Block, M. A., Wakin, x.c -, and Mann, F. C.: Appraisal 
of Certain Factors Influencing Compensatory Renal Hy- 
pertrophy, Am. J. Physiol. 172:60, 1953. 

20. Selye, Hans: Stress. Montreal, Acta, Inc., 1950. 

21. Heinbecker, P.: Pathogenesis of Diastolic Hypertension, 
Surgery 23:618, 1948. 

22. Voigt, E. H., Meadows, J. C., Davis, W. D., Jr., and 
Findley, Thomas: Cellular Changes in the Anterior 
Pituitary of Dogs Rendered Hypertensive by Constriction 
of the Renal Arteries or by Bilateral Nephrectomy, Am. 
J. Med. 11:251, 1951. 

23. Koletsky, Simon: Hypertension in Rats Following Com- 
plete Ischemia, J. Path. 26:695, 1950. 

24. Selye, H., and Stone, H.: Pathogenesis and Cardiovascular 
Changes Which Usually “Accompany Malignant Hyperten- 
sion, J. Urol. 56: _ 1946. 

25. Braun-Menendez, E.: Hypertension and Relation Between 
— Weight and Body Weight, Stanford M. Bull. 10:65, 


26. Best, C. H., and Hartroft, W. S.: Symposium on Nutrition 
in Preventive Medicine, Nutrition, — Lesions and Hy- 
pertension, Federation Proc. 8: 

27. Handler, P., and Bernheim, F.: Physislogical Basis for 
Effects of Low-protein Diets on Blood Pressure of Sub- 
—— Nephrectomized Rats, Am. J. Physiol. 162:368, 

28. Handler, P., and Bernheim, F.: Effect of Choline De- 
ficiency on ACTH Production and on Hypertension of 
—— Nephrectomized Rats, Am. J. Physiol. 162:375, 

OU. 


29. Friedman, S. M., and Friedman, C. L.: Self-sustained 
Hypertension in ‘Albino Rat; Hypothesis to Explain It, 
Canad. M.A.J. 61:596, 1949. 

30. Turner, L. B., and Grollman, A.: Role of Adrenal in 
Pathogenesis of Experimental Renal Hypertension as De- 


92. 
33. 
34. 
H 
T 
ev 
A 
ne 
to 
So 
th 
le 
br 
WI 
tic 
tit 
th 
pe 
us 
fir 
an 
th 
of 
br 
or 
15 
by 
12 
| th 
bu 
ki 
ur 
pr 
ven 


2 


VOLUME 49 


termined by a Study pl the Bilaterally Adrenalectomized 
Nephrectomized Dog, Am. * Physiol. 167:462, 1951. 

31. Green, D. M., Saunders, F. J., Wahlgren, N., and Craig, 
m Lt Self-sustaining, Post- DCA Hypertensive Cardio- 
vascular Disease, Am. J. Physiol. 170:94, 1952. 

32. Selye, Hans: Role of Somatotrophic Hormone in Produc- 
tion of Malignant Nephrosclerosis, ee Nodosa, 
and Hypertensive Disease, — M. Jj. 1 = 1951. 

33. White, H. L., Heinbecker, P., and Rolf, Renotropic 
Effects of Growth Hormone Preparations, i J. Physiol. 
165:442, 1951. 

34. Albright, Fuller, and Elrich, Harold: An Attempt to 
Classify Hormonal noeien of the Hypophysis, Tr. A. 
Am. Physicians 61:42, 1 


Allergy of Today: 


ALLERGY OF TODAY—Boggs 141 


35. Thorn, G. W., Jenkins, D., Laidlow, J. C., Goetz, F. C., 
Dingman, “ F. Arons, Stretten, D. H, P., an nd 
McCracken, B. H.: Pharmacologic Aspects of Adrenalecto- 
mized Steroids and ACTH in Man, w England J. 
248:588, 1953. 

36. Groliman, Arthur: Experimental Studies on Hypertension 
in Hypertension; A Symposium. Edited by E. T. Bell, 
Minneapolis, University of Minnesota Press, 1951, p. 22. 

37. Shorr, E. et al.: Histochemical Studies with Triphenyl 
Tetrazolium of the Kidney and Adrenal Cortex in Ex- 
perimental Renal and Human Essential Hypertension, 
Tr. A. Am. Physicians 64:445, a 

38. Weiss, Paul: Self Regulation of Organ Growth by Its 

Own Products, Science 115:487, 1952. 


H. WHITNEY BOGGS, M.D., Shreveport, La. 


This essay is an interesting survey of the problem of allergy as it touches 


every practitioner of medicine today. 


ANY DISCUSSION OF ALLERGY of today must of 
necessity include a brief summary of the his- 
torical background of this medical specialty. 
So before we look at allergy as it pertains to 
the panorama of present-day medical practice, 
let us draw back the curtains of time for a 
brief review. 


Allergy is probably as old as man. In early 
writings there are found references to condi- 
tions which were probably allergic. Lucre- 
tius, in the first century, B.C., first enunciated 
the phrase, “One man’s meat is another man’s 
poison,” and this phrase has been increasingly 
used by physicians ever since. Migraine was 
first described by Aretaeus in about 100 A.D., 
and still later by Galen. We also know that 
the term “asthma” was used in the writings 
of Hippocrates, but that it referred to difficult 
breathing in general. 


The first recognizable description of asthma 
or hay fever was probably that of Botallus, in 
1565. Seasonal hay fever was first described 
by the Englishman, Bostock, in 1819, and only 
12 years later, Elliotson made the suggestion 
that seasonal hay fever was due to pollens, 
but offered no work or experiments of any 
kind to substantiate the theory. It was not 
until 42 years later, in 1873, that Blackley 
presented very convincing evidence that sea- 


*Chairman’s Address, Section on Allergy, Southern Medical 
Association, Forty-Ninth Annual Meeting, Houston, Tex., No- 
vember 14-17, 1955. 


sonal hay fever and asthma were due to ex- 
posure of susceptible individuals to the pol- 
lens of certain plants. Nothing new was of- 
fered as a method of treatment, and people 
still sought relief by taking a sea voyage if 
they were able to afford it. 

Thus far the theories and discoveries which 
had a direct bearing on allergy as we know it 
today had been centered on the Continent 
and it was not until the latter 1800's (1882- 
1889, to be exact) that Henry Sewall, experi- 
menting at the University of Michigan, 
proved that pigeons could be immunized 
against snake venom. This might truly be 
called the birth of allergy. 

In a rapid sequence, such persons as Cal- 
mette, Roux, Von Behring, Ehrlich and others 
contributed much to the development of our 
present-day knowledge of toxins, antitoxins, 
anaphylaxis, antibodies, and allergy. 

In America, Flexner and Theobold-Smith 
were observing that repeated injections of 
sera into the same laboratory animals often 
caused strange reactions which, however, they 
made no attempt to explain. It was not until 
1898 to 1902 that Richet and his co-workers 
first explained the phenomenon of anaphy- 
laxis. They proposed two basic concepts: 

1. First, that a foreign substance which, 
when first injected into an animal, might ap- 
pear to be harmless, could on reinjection in 
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the same or smaller dose into the same ani- 
mal produce severe toxic reactions, or even 
death. 

2. Second, that an interval of several days 
must elapse between the first and second doses 
for these phenomena to be demonstrable. 

Arthus, in 1903, showed that similar re- 
actions could take place under similar cir- 
cumstances when a completely nontoxic sub- 
stance, such as dog serum, was used for the 
injections. 

Rosenau and Anderson in this country 
(1906) and Otto in Germany (1905-06), con- 
tributed the early facts which still form the 
basis of our knowledge of anaphylaxis, name- 
ly: (1) that these reactions are entirely dif- 
ferent from the toxin-antitoxin reactions; (2) 
they proved the phenomenon of anti-anaphy- 
laxis which followed repeated small injections 
of the antigen; (3) that the incubation period 
must be about 10 days; (4) the reaction is 
specific; (5) that in utero transfer of sensiti- 
zation from mother to offspring was possible, 
and (6) that a great variety of antigens could 
be responsible for the reaction. 


In 1906, von Pirquet suggested the term 
“allergy” which is still in use today. This 
term was nondefinitive and indicated only an 
altered reactivity, energy or response. 


In 1910, Auer and Lewis showed that the 
pathologic feature which characterized ana- 
phylactic shock in guinea pigs was broncho- 
spasm, and Meltzer immediately drew the 
analogy that bronchial asthma might be an 
anaphylactic disease. 


Noon, in London, had meanwhile under- 
taken the treatment of pollen hay fever by 
increasing preseasonal doses of an extract of 
the offending pollen. In 1911, his successful 
results were published, and the beginnings of 
clinical allergy were established. 


In our own country, in about 1907, Victor 
Vaughan suggested that immunity and ana- 
phylaxis were different manifestations of the 
same mechanism at work within the body. He 
did much to establish allergy as a special field 
of medical practice, and we owe a great deal 
to him, to our own Dr. J. Harvey Black, and 
others, such as Bela-Schick, Rackeman, and 
Cooke. 


In 1941, the American Board of Internal 
Medicine issued its first certification in the 
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Subspecialty of Allergy to Dr. Alfred Roman- 
off; and in 1946, the American Board of Pedi- 
atrics issued certification for the first time in 
the Subspecialty of Pediatric Allergy to Dr, 
Oscar M. Schloss. 

And thus the Specialty of Allergy has de- 
veloped. But what of today and in what di- 
rection do we go tomorrow? 

Let us look briefly at allergy and its place 
in medical practice today. 

I am constantly surprised at the large vol- 
ume of allergic disorders that are seen by 
physicians in all branches of medical practice. 
At least 25 per cent of every busy pediatrician’s 
practice consists of allergic problems. These 
are characterized by the colicky infant, the 
necessity for frequent changes in formula, the 
eczemas, the “allergic salute,” sniffling, night 
coughing, and wet sleepers. 

It has been estimated recently that at least 
10 per cent of the general population suffer 
from some discomfort which is on an allergic 
basis and the number seems to grow steadily. 
What causes this increase in the incidence of 
allergy? Perhaps the reasons for the actual 
and relative frequency with which we see 
allergic conditions today could be summarized 
as follows: 


1. There is better and earlier recognition 
of the allergic state than ever before. 


2. Our present culture plays a part. For ex- 
ample, infants now are rarely nursed by their 
mothers for more than one to three weeks, 
and as a result they are receiving foods 
which they are not physiologically equipped 
to handle. 

3. Present-day rapid transportation allows 
an allergic person to be exposed to much 
greater volumes of pollens. We travel hun- 
dreds of miles a day by car in a pollen laden 
atmospheres, being miserable all the time, or 
we travel by plane from a relatively pollen- 
free atmosphere, and in a matter of hours can 
be exposed to heavy pollen concentrations. 


4. Drug therapy is in the ascendance. So- 
called “miracle drugs” are prescribed with in- 
creasing frequency, and the percentage of drug 
allergies goes slowly upward. We may even 
be sensitized to penicillin through cow's 
milk! 


5. Industry, with its special chemical proc- 
esses, the use of insecticides in the home and 
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on the farm, and the big city “smogs,” all 
contribute to the problem. 

6. Our daily habits of living under increas- 
ing extremes of tension and stress play no 
small part. 

7. That allergy is largely an hereditary char- 
acteristic must not be forgotten. 


Whatever the reason or reasons, allergic 
symptoms are increasingly more common, and 
thereby affect everyone who practices medi- 
cine. 

Let us look at some of these branches otf 
medicine and see where allergy fits in. 


General Practice. To those in general prac- 
tice, the allergic diseases present a major 
problem. They are seen every day in the 
office and constitute an appreciable percent- 
age of the reasons for night calls. Asthma is 
probably the most frequent allergic emerg- 
ency. One must be able to differentiate 
quickly true bronchial asthma from cardiac 
asthma, or a foreign body in a bronchus. Urti- 
caria, the various dermatoses, and both sea- 
sonal and perennial allergic rhinitis will make 
up the bulk of the allergic diseases seen by 
you. It is essential that you, above any other 
group, except the allergist or the pediatrician, 
be versed in the newer methods of treatment, 
and the recognition of allergic emergencies. 


Internal Medicine. Here again, allergy is 
a frequent problem, but it usually presents a 
somewhat less urgent problem than it does to 
the general practitioner. This is chiefly be- 
cause the specialty of internal medicine is 
practiced in the larger urban areas, and while 
emergency conditions are often present, they 
are usually not as frequent because many in- 
ternists will refer the troublesome cases to 
the allergist for care, while it is often difficult 
for the general practitioner to do this. There 
are problems, however, which the internist 
spends much time on, such as complicated 
headaches, gastrointestinal symptom com- 
plexes, and many others, in which an allergic 
appraisal would be beneficial. In many such 
instances help in diagnosis and treatment from 
the allergic viewpoint may spell the difference 
between success and failure. 


Pediatrics. Perhaps nowhere in medicine is 
the need for good allergic “knowhow” more 
mportant to the comfort of the patient and 
the peace of mind of the family than in the 
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specialty of pediatrics. Allergic children are 
in real distress and symptoms can start as 
early as a few hours after birth, their proper 
management is sometimes lifesaving, and al- 
ways comforting to the child and parents 
alike. Here, emergency care is a major factor, 
and proper allergic management reaps great 
rewards at a time of life when it will do the 
greatest good to the patient and go farther 
toward preventing severe complications than 
in any other age group. 


Dermatology. Perhaps in this specialty we 
find at one time the narrowest limitations in 
allergic practice, and the longest list of dis- 
ease entities to be treated. Here the range is 
often from chronic urticaria to hydroa aesti- 
vale. It is natural that where the major symp- 
tom arises in the skin the dermatologist is 
the first person sought out to give relief. Per- 
haps the most frequently encountered derma- 
tologic conditions on an allergic basis are the 
various forms of eczema, contact dermatitis, 
and the drug allergies. These can all present 
serious problems and, especially in the cate- 
gory of drug allergies, may lead to fatalities. 
Nowhere in medicine is help so gratefully ap- 
preciated as it is by the patient who has been 
itching, scratching, and losing sleep at night 
for weeks. 


Eye, Ear, Nose and Throat Specialist. In 
every busy otolaryngologist’s office probably 
one-third of the patients have an allergic 
problem, particularly those who present a 
nasal complaint. Being limited in symptoma- 
tology to the eyes, nose, and throat, it is natu- 
ral that the EENT practitioner is sought for 
relief. Fortunately, these allergies generally pro- 
duce a low percentage of severe complications 
and, thus, are more readily manageable and 
symptomatic relief is easier to obtain. 


One could go on at length from one spe- 
cialty group to another, citing instances where 
allergy plays a major part, but I cannot cover 
them all. However, I must mention psychi- 
atry, as in this field much has been said about 
the purely psychogenic causes for accepted 
allergic symptoms. I will readily agree that 
emotional problems of all kinds have much to 
do with the aggravation of symptoms and, in 
fact, often act as a “trigger mechanism” in 
the allergic individual, but I cannot subscribe 
to the theory proposed by some concerning 
parental rejection. One cannot help but won- 
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der how rejection occurs so often only at cer- 
tain seasons of the year! 


Since allergy is becoming such a universal 
problem, how best can we meet it? 


Personally, I feel that symptomatic therapy 
alone should be reserved for emergency use, 
the practical way to treat the patient being 
the allergic approach. This consists of a care- 
ful history, appropriate physical examination, 
x-ray examination, and special laboratory 
studies, and testing with antigens. The proper 
correlation of these test results with the his- 
tory is essential. Then there must be the final 
summarization and instructions to the patient, 
with the outlining to him of a well thought- 
Out routine of treatment, being careful not to 
limit activity unnecessarily, especially in chil- 
dren, and emphasizing at all times that allergy 
is just as much a chronic disease as is diabetes. 
It is necessary for the allergic patient to be 
willing to undertake and cooperate in a long 
term program of therapy if he is to get good 
results. I believe that the proper understand- 
ing of the last statement is often the one de- 
ciding factor between failure and success. 

If the physician responsible for care of the 
patient is well versed in allergic diagnosis 
and treatment, and is willing to spend the 
time necessary to accomplish a good result, 
all well and good. If he cannot meet these re- 
quirements, then in justice to himself and his 
patient, he should refer the case to someone 
who can give such care. 

We are beset today on all sides with an 
overwhelming flood of articles extolling the 
properties of this or that new drug for the 
treatment of allergic manifestations. All of 
these have fallen far short of the ideal, and 
at best are only palliative and never produce 
a cure. 

Can we effect cures? Strangely enough, in 
some cases the answer is apparently “yes,” but 
we seldom can be certain what brought it 
about, and we can never be certain how long 
it will last. These cases are in the minority. 
In most instances, however, if proper manage- 
ment of allergy is carried out for a minimum 
of two to three years time, the patient can 
be assured of a very reasonable degree of relief, 
as much or more than can be obtained in the 
treatment of most of the other chronic dis- 
eases. 


At this point, I wish to stress the concept 
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of chronic illness. Unfortunately, the mani- 
festations of allergy often come in “attacks,” 
each in itself being considered by the patient, 
and all too often by the doctor as well, as 
an acute illness, when in effect it is merely 
the recurring manifestation of a permanent 
disability, the allergic state. The chronicity of 
the condition should be understood fully by 
both the patient and the doctor if maximum 
benefits are ever to be attained by the sufferer, 
Second only to the flood of new drugs on 
the market is the advent of the “gadget” for 
the treatment of various allergic conditions. 
Recently I found on my desk a piece of pro- 
motional literature for a well-known deter- 
gent, which listed 51 pieces of equipment 
which could be used alone or in combination 
for its administration. Granting the distinct 
advantages of detergent aerosols in the treat- 
ment of selected cases, it would take a large 
part of the time of a busy practitioner if he 
were to keep well informed on all of the new 
mechanical developments alone. 


New methods of oxygen administration for 
asthmatic and other dyspneic patients are con- 
stantly being devised. These now range from 
nasal catheters to intermittent positive pres- 
sure units, and from open canopies to elabo- 
rate tents which can control oxygen flow and 
saturation, temperature and humidity, to the 
patient’s taste and needs. 


The chemists, both medico-pharmaceutical, 
and industrial, are contributing much to the 
means by which our patients can be made 
more comfortable. 


The advent of steroid therapy into the man- 
agement of the allergic diseases has come 
about recently and presents both blessings 
and problems. Let me warn you, however, not 
to be led into the pitfalls which are sure to 
follow if you use the steroids indiscriminately. 
They have their place, yes, but know them 
well, respect them, and use them only when 
absolutely necessary. 


What has brought about all this activity, all 
directed toward the symptomatic relief of al- 
lergies? The only possible answer is the wide- 
spread patient demand for relief. This, in a 
way, has been unfortunate. It has given us 
new and relatively easy methods by which 
much of the allergic distress can be relieved 
temporarily. Our patients are thus lulled into 
a sense of false security, and it is hard to make 
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them understand the many hazardous compli- 
cations which can arise from an improperly 
managed allergy. 

One has only to look at the pulmonary 
cripples resulting from emphysema alone to 
understand the almost criminal fallacy of the 
too oft-repeated phrase, “He'll outgrow his 
allergies later." We must educate the public 
to the realization that once allergic always 
allergic, and that the allergies must be treated 
to avoid often crippling complications. 

Unfortunately, the medical schools of today 
have not kept pace with the demands of the 
ailing allergic population. A pitifully few 
adequate courses in allergy are being given 
today, and residencies in allergy have only 
recently come into being. The trend of 
thought is changing rapidly, however, and 
soon these inadequacies in the medical cur- 
ricula will be overcome. 


In the meantime, the American Academy 
of Allergy and the American College of Aller- 
gists are themselves offering, and urging the 
medical schools to offer, special postgraduate 
courses in various phases of allergy which help 
to keep us all up to date. In addition, they 
are striving toward the recognition of allergy 
as an independent specialty in its own right. 
If this is accomplished the natural sequence 
should be a broadening of the basic instruc- 
tion in allergy and all its phases, pharmacol- 
ogy, dietetics, immunology, bacteriology, to 
the end that the allergist of the future will 
come into the specialty field better prepared 
in every respect. Above all we must avoid 
the mistake of allowing ourselves to become 
overspecialized, and must realize that the suc- 
cessful treatment of these conditions is based 
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not only on allergic principles alone but on 
the ability of the clinician to treat the whole 
individual. 


Just two or three years ago we have seen 
the organization of the American Foundation 
for Allergic Diseases, a group devoted to the 
dissemination of authentic information to the 
public regarding allergy, and to the further- 
ance of research in this field. To me, one of 
our most glaring shortcomings is the paucity 
of basic research being done in allergy today. 
We can find investigations of new drugs and 
into new methods of palliative treatment go- 
ing on at almost every bend in the road, but 
it is refreshing indeed to find an occasional 
piece of basic research being directed toward 
finding out why we are allergic in the first 
place. The treatment of allergy is all the more 
complicated because we have not yet discov- 
ered the actual basic mechanism of the con- 
dition. 

To those of you who are regular in your 
attendance at these meetings of the Allergy 
Section of the Southern Medical Association, 
let me say we are grateful for your continued 
interest, cooperation, and support. To those 
of you who are here for the first time, wel- 
come, and I hope you are rewarded by what 
you will hear. To all of you, general prac- 
titioners, internists, pediatricians, dermatol- 
otolaryngologists, psychiatrists, and 


others, I express the hope that by a continued 
cooperative exchange of views we can have 
for you all a program that is constructive, 
practical, and interesting at all times, and 
that this Section will continue to make its 
full contribution to the development of and 
research in, the Specialty of Allergy. 
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The Treatment of Inoperable 
Prostatic Carcinoma with Radioactive 


Gold: 


MILES W. ‘'THOMLEY, M.D., LOUIS M. ORR, M.D., and 
JAMES L. CAMPBELL, M.D., Orlando, Fla. 


The use of radioactive gold in the treatment of inoperable carcinoma of the prostatic is still in 
the experimental stage. Nevertheless the results are worthy of careful evaluation. 


ALTHOUGH THE RADIOISOTOPE Au 198 is becom- 
ing more widely used in the treatment of 
certain malignant tumors, its application must 
still be considered to be in the experimental 
stage. The specific advantages over x-ray and 
radium therapy is the ability of the liquid 
isotope to infiltrate tissue and to follow lymph 
channels to adjacent lymph nodes. In addi- 
tion, since gold is suspended in a liquid, mil- 
lions of point sources of irradiation are given 
off from the gold particles. 

We selected Au 198 as the most suitable 
isotope for use in prostatic cancer because of 
its stability, its favorable half life of 2.7 days, 
its relative uniformity in arrangement of its 
molecular pattern, its proportion of gamma 
and beta radiation and its relatively low cost 
of production. 

In the use of any radioactive isotope, which 
is injected interstitially for the treatment of 
cancer, the problem is not simply one of how 
many millicuries to use, but rather how the 
radioactive material is distributed throughout 
the tumor and how long it remains at the site 
of the injection. 

The cancerocidal dose in terms of roentgens 
delivered to the tumor has been fairly well 
determined in the case of most tumors by 
years of treatment with radium and roentgen 
ray, and it has been shown that optimum re- 
sults are obtained by using a dose which falls 
within fairly narrow limits. Under-dosage re- 
sults in a therapeutic failure whereas over- 
dosage may actually decrease rather than in- 
crease the rate of cure and produce many un- 
desirable sequelae and complications. Al- 


*Read before the Section on Urology, Southern Medical As- 
sociation, Forty-Eighth Annual Meeting, St. Louis, Mo., No- 
vember 8-11, 1954. 


though this dosage can be rather simply de. 
termined with the roentgen ray, the problem 
is much more complex in the case of inter- 
stitially injected radioactive isotopes. The 
dosage received from beta and gamma radia- 
tion is easy to calculate if it is assumed that 
there is an absolutely uniform distribution of 
the isotopes throughout the tumor, provided 
the exact size and volume of the tumor are 
known. Unfortunately, these ideal conditions 
never occur in actual use. The problem then, 
in reality, is trying to determine the varying 
doses in different parts of the injected tissue 
since it is not the average dose which is of 
interest but rather the maximum and the 
minimum doses. 

The treatment of prostatic carcinoma with 
Au 198 has been somewhat controversial. 
Some investigators, after disappointing initial 
results, have discontinued its use and discount 
its usefulness in prostatic carcinoma. Many 
other investigators, after several years expe- 
rience with the isotope, are convinced that it 
merits continued efforts in this field. Persis- 
tence in development of a technic that may 
approach that ideal level of greatest thera- 
peutic response and least degree of complica- 
tions will establish this method of treatment 
as an acceptable therapeutic agent. 


We know that the infiltration of a large 
hard carcinoma with the isotope and effecting 
distribution of the solution so that all or a 
large portion of it is destroyed is theoretically 
and practically unlikely. The diffusion of any 
liquid in these neoplasms just does not occur 
to even approximate cancerocidal dose. How- 
ever, we find that by surrounding the neo 
plasm with the isotope sufficient solution will 
be picked up by the lymph channels to at least 
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temporarily block the spread of the neoplasm. 
Sherman! 2 in his work on rabbits made histo- 
logic preparations as early as 72 hours follow- 
ing injections and found that the lymphatic 
vessels were increased and filled with phagocyt- 
ic cells. These cells included mononuclear 
polymorphonuclear, lymphocyte, and giant 
cell types. Radioactive gold particles were 
distributed throughout their cytoplasm. These 
phagocytic cells were seen in large numbers 
in the lymph nodes and there was an acccom- 
panying marked cellular destruction. Studies 
three months after injection demonstrated 
greater cellular destruction followed by fi- 
brosis and atrophy of the cellular structures. 
It is this type of reaction that takes place in 
the prostatic tissue as viewed in biopsy speci- 
mens in several of our cases. This then ac- 
counts for the remarkable regression exhibited 
by the smaller and earlier lesions. We and 
other investigators have, by means of micro- 
incineration and radioassay, had the oppor- 
tunity to study the distribution of the colloidal 
gold microscopically in both biopsy and au- 
topsy specimens. At no time has there been 
a sufficient number of gold particles per field 
to be consistent with a cancerocidal dose of 
irradiation. This is particularly true of pros- 
tatic tissue itself and less so in adjacent lymph 
nodes. In spite of this, however, large areas of 
the carcinoma have undergone extensive fi- 
brosis and atrophy indicating the necessity of 
further perseverence in improvement of tech- 
nics. 

Perhaps a greater reduction in size of the 
large neoplasms could be effected by employ- 
ing radioactive gold in the form of wire which 
could be directed through the hard tumors 
with greater ease than with a liquid. Instead 
of depending upon the diffusion factor of the 
liquid to reach all portions of the prostate, the 
wire could be directed through several differ- 
ent planes and a more thorough irradiation of 
the area would be accomplished. It is pos- 
sible that gold wire used in conjunction with 
colloidal gold might then achieve maximum 
irradiation necessary even for the large car- 
cinomas. Cobalt beads and needles are now 
being developed for installation into large 
neoplasms. As with radium there is then the 
undesirable feature of the necessity of later 
removal of the needles because of the long 
half-life. In the last analysis it becomes a 
problem of distribution regardless of the type 
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of isotope or its vehicle and only upon 
achieving this end point can one expect max- 
imum results. Flocks*: 4 continues to be very 
enthusiastic in his treatment of the smaller, 
more vascular tumors but at the same time is 
determined to increase the percentage of fa- 
vorable results in the more extensive lesions. 

Since our initial work with Au 198 in early 
1953, we have treated a group of 62 patients, 
exploiting the retropubic approach for injec- 
tion purposes. They have been carefully 
screened to include only those individuals who 
have local extension of their lesion but no 
demonstrable evidence of distant metastasis. 
All patients exhibiting bony metastasis are 
excluded. The majority have had orchiectomy 
and estrogenic therapy several years previous- 
ly. All patients are examined postoperative 
at 2 to 3 month intervals to determine any 
change in their lesions. Maximum regression 
does not take place until 3 to 4 months after 
the initial injection. 

Our results in this series with Au 198 
therapy continue to be encouraging. We have 
had eight deaths in our series and four of 
these occurred in the first six cases. Likewise 
almost all of the complications arose in the 
first ten patients treated. Many have palpable 
evidence of their disease, but symptomatically 
are healthy and useful citizens. Others have 
no evidence of carcinoma and to all intents 
and purposes appear to be cured. The largest 
and hardest prostates have consistently shown 
the poorest results. These have needed addi- 
tional injections of the isotope by the peri- 
neal route. In spite of this, however, the nor- 
mal course of the disease has been slowed to 
the point where some of the neoplasms appear 
to be quiescent. It is this group that is im- 
pressive, and it is our contention that with 
improvements in technic and modalities we 
will be able to better the results in a larger 


percentage of extensive prostatic carcinomas. 


Summary 


Our experience in the use of Au 198 on 62 
patients with advanced carcinoma of the pros- 
tate have been described. They have been se- 
lected from that group which could not be 
cured by radical prostatectomy and yet showed 
no evidence of distant metastasis. The re- 
markable sensitivity of many of these neo- 
plasms to this radioactive isotope should be 
further developed to increase the longevity 
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and perhaps the curability of the host of pa- 
tients afflicted with this disease for whom, at 
the present time, no other treatment offers 
hope for relief. 
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Discussion (Abstract) 


Dr. Lloyd Stockwell, Kansas City, Mo. The au- 
thors’ carefully presented data adds further evidence 
that Au 198 is another tool in the armamentarium of 
the urologist confronted with the problem of inoper- 
able prostatic cancer. It still needs such control as to 
be generally applicable in the average hospital. That 
Drs. Thomley, Orr and Campbell have added to the 
experience of others is commendable. They indicate 
that this medium is best used under control in clinics 
able to pursue the study, and best reserved for the 
inoperable patients not having metastasis. Only time 
and sufficient data will indicate whether the method 
is worth universal application. Even when regular 
physical examinations are done over a long period of 
time in an individual, many have already reached 
the inoperable stage (62 of 136 prostatic cancers ac- 
cording to Van Buskirk and Kimbrough—1954). This 
emphasizes the need for earlier diagnosis, and better 
means of controlling metastases. It is proved that the 
incidence of cancer increases almost in a straight line 
with increasing age. 

To replace existing treatment of inoperable cases, 
the method will need to offer advantages in the chance 
for not only increased but comfortably increased, lon- 
gevity; the cost and availability of material and per- 
sonnel must be within the patient’s reach; and the 
risk must not be increased. If we do nothing for the 
patient after inoperability is determined, life expec- 
tancy averages about 16 to 24 months. Endocrine 
control by orchidectomy with estrogens combined, and 
used as soon as the diagnosis is established, will in- 
crease the life expectancy considerably, with some 
comfort, in the androgen dependent malignancy. It 
may make operable some glands originally considered 
inoperable. Of 12 considered inoperable by Sullivan 
and Hartwig, 10 became soft and movable and oper- 
able after such combined treatment. Improvement 
may be attained a little longer in relapse after com- 
bined therapy in a few instances by the use of corti- 
sone. Huggins, in a personal communication, still 
thinks adrenalectomy is advisable in some inoperable 
cases and would desire it for himself in relapse. But 
Whitmore and associates, 1954, found remissions lasted 
only 4 months after adrenalectomy. The endocrine 
control fails when the cancer exhibits androgen inde- 
pendence, or it is impossible to eradicate all sources 
of such steroids, which is the usual, since cortisone, 
and Compound F produce some androgens; there may 
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be other sources than the surgically extirpated adrenals, 
Radiation therapy in the usual forms has been tried 
and found wanting. The evidence here submitted that 
Au 198 has increased the palliation beyond that of en. 
docrine control is further confirmation of the original 
hopes of Flocks and Crigler and others. So far we have 
not cured any prostatic cancers, but should I have to 
decide upon therapy for myself today, in the presence 
of an inoperable prostatic carcinoma, I would accept 
well planned combined endocrine control first, and 
then, if in relapse, reconsider interstitial radioactive 
injection. 

Dr. Jarratt P. Robertson, Birmingham, Ala. I have 
never employed radioactive gold in the treatment of 
carcinoma of the prostate. In preparation for the dis- 
cussion of this excellent paper I have reviewed the 
cases previously reported by Drs. Thomley and On, 
Dr. Burns and Dr. Flocks. 

The present feeling is that radioactive gold is indi- 
cated in the treatment of carcinoma of the prostate 
which is too far advanced to be cured by total pros- 
tatectomy has no evidence of metastasis, and in one 
whose physical condition and age indicate a survival 
period of sufficient length to justify the procedure. 

From the three clinics a total of 180 cases have been 
reported, 150 cases of sufficient detail for study. They 
had been followed from a few weeks to 18 months. 
All three groups of investigators have been impressed 
with the response of carcinoma of the prostate to ra- 
dioactive gold. In most instances the tumor would al- 
most disappear in a few weeks. 

The most serious complication has been irradia- 
tion proctitis. Of the 150 cases rectal complications 
were reported in 35. All the authors reported a marked 
decrease in this complication with added experience. 
Delayed wound healing was only a minor complication. 
Leukopenia occurred frequently in some degree, at 
times several weeks following the treatment. The 
bladder seemed to have escaped irradiation reaction. 


Time will place radioactive gold in its proper posi- 
tion in relation to other forms of treatment of car- 
cinoma of the prostate. Carcinoma of the prostate is 
a chronic malignancy that spreads and metastasizes 
slowly. In the group treated with radioactive gold, 
the average survival period without any treatment 
would have been about two to three years. With 
estrogen and orchidectomy this period would be in- 
creased by two to three years. If the group treated 
with radioactive gold were treated with estrogen and 
orchidectomy, their survival period would be from 
three to six years. I have had one patient treated by 
orchidectomy and estrogens survive 10 years, and have 
followed another patient that survived 14 years with- 
out any form of treatment. Due to the chronic na- 
ture of this disease it will require hundreds of cases 
carefully followed from treatment to death, with au- 
topsy wherever possible, to determine if radioactive 
gold cures carcinoma of the prostate. If it does not 
cure, does it prolong life and relieve pain and suf- 
fering sufficiently to justify its use? Will there be any 
late complications from its effect on other organs? 


Carcinoma of the prostate occurs in about 20 per 
cent of men over 60 years of age. Only 5 to 10 per 
cent are diagnosed early enough to be cured by 
surgery. It has been estimated that 96 per cent of ac- 
curate diagnoses of benign prostatic hypertrophy and 
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88 per cent of accurate diagnoses of carcinoma of the 
prostate can be made by rectal examination. About 
60 per cent of those diagnosed carcinoma of the pros- 
tate by rectal examination will be suitable candidates 
for treatment with radioactive gold. 

I have enjoyed the paper and in closing wish to ask 
the essayists the following questions: (1) Have you or 
any of the other groups proven by autopsy a cure of 
carcinoma of the prostate with radioactive gold? 
(2) Would it be possible to cure early carcinoma of the 
prostate, that is the case with the silent nodule, by 
perineal injection of radioactive gold? (3) What is 
known of its effect on distant metastatic lesions of 
lymph nodes? (4) Does it damage or produce late 
complications in the liver, spleen, kidney, pancreas or 
other organs? 

Dr. Miles W. Thomley, Orlando, Fla. (Closing). 1 
first want to thank Dr. Robertson and Dr. Stockwell 
for their comments. 

In answer to Dr. Robertson’s questions, we do not 
know of a single case that has been cured. We have 
not followed cases long enough (we have 35 cases of 
our own series) and I know that Dr. Flocks feels the 


same way. In a good many of the cases, we cannot 
find any palpable evidence of carcinoma, but in the 
ones we have biopsied so far we have found active 
carcinoma cells, many of them, considerably atrophied, 
but so far we hesitate to say that a single patient has 
been cured. 


As to the question of injecting solitary nodules, I 
believe it is possible. We have two cases in our series 
in which we have done that, injected only perineally 
for small areas. I believe it possible to cure such in- 
stances, but I cannot speak with authority. 


Insofar as distant metastases are concerned, we have 
seen in our autopsy specimens, considerable evidence 
of fibrosis, and many nests of cells have been com- 
pletely surrounded by fibrosis. We, of course, had 
hoped that these would become necrotic, but they have 
not. In general, in the lymph nodes one finds much 
the same situation as in the prostate, but there is def- 
inite activity and there is a definite pickup of gold by 
the phagocytes, and I think it is just a matter of more 
of the same in those areas. There is hardly any 
damage whatsoever in the liver or any other of the or- 
gans that we know about. 


The Dermatologic Management 


of Pruritus* 


RAY O. NOOJIN, M.D.,t Birmingham, Ala. 


Pruritis may be one of the most distressing symptoms the doctor is called upon to treat. 
The author reviews the agents at hand which have been used more or less empirically in treatment. 


THE MOST COMMON DERMATOLOGIC COMPLAINT 
is pruritus. The response of this symptom to 
local and systemic therapy is often poor. This 
presentation was suggested by the enormous 
scope and importance of the problem and con- 
sists of three parts: (1) a review of present 
day concepts of the mechanism of itching; 
(2) a report on comparative studies conducted 
with new antipruritic agents used therapeu- 
tically on more than 1,000 patients; and final- 
ly (3) a summary of the opinions of 100 emi- 
nent dermatologists who were asked to state 
their preferences of effective local and sys- 
temic antipruritic agents. 


*Chairman's Address, Section on Dermatology and Svphilol- 
ogy, Southern Medical Association, Forty-Ninth Annual Meet- 
ing, Houston, Tex., November 14-17, 1955. 


tFrom the Department of Dermatology and Svphilology, The 
Medical College of Alabama, Birmingham, Ala. 


The Mechanism of Itching 


Complete understanding of the mechanism 
of the itch sensation continues to be im- 
perfectly understood. Von Frey! at one time 
postulated that specific specialized receptors 
would be found within the skin for each type 
of cutaneous sensation. This apparently does 
not hold true for the itching sensation. Some 
investigators point out that there are two 
types of itching sensation: (1) a pricking, 
superficial, well localized type of pruritus car- 
ried over rapidly conducting pain fibers; and 
(2) a deep burning type of pruritus which is 
carried over slowly conducting pain fibers.** » 
These impulses are thought to be initiated in 
the greatly ramifying free endings of pain 
fibers which approximate the epidermal cells. 
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If the epidermis is stripped from the skin, it 
is impossible to elicit the sensation of itch- 
ing.8*>« Tickling is also thought to be car- 
ried by pain fibers and not by touch fibers. 
Itching rather than pain is apparently initi- 
ated by a rapidly repetitive stimulation of 
pain fibers which is sufficiently weak so that 
the summation of the results of several shocks 
will be necessary to produce any sensation at 
all. Itching then arises from weak stimula- 
tion of pain fibers. The sensation of itching 
appears to be more easily precipitated at the 
mucocutaneous junctions of the nostrils, va- 
gina, anus and also within the external audi- 
tory canals. Tickling requires intermittent 
moving stimulation of consecutive points be- 
low a certain stimulus intensity. Tickle and 
itch are closely related and both initiate the 
desire to scratch. The sensations of itching, 
tickling, and pain presumably travel over the 
peripheral pain fibers to the anterolateral 
tract in the spinal cord and by means of this 
tract to the brain. Taylor* has offered contra- 
dictory evidence by reporting a patient with 
intractable itching upon whom a spinothal- 
amic tractotomy was performed in the me- 
dulla. Following the operation the patient 
continued to itch. 

The intradermal injection of histamine 
initiates itching locally, but histamine and 
histamine-like substances are not necessary 
for the itching sensation to develop. The 
vasomotor reactions which may accompany 
itching do not seem to be required for the 
production of the sensation. Itching is also 
independent of sympathetic innervation. 

Arthur and Shelley> have submitted evi- 
dence to suggest that itching is not always 
due to diminutive pain, but rather may be 
a primary sensation, independent of pain and 
produced by chemical stimuli. By the intro- 
duction of minute amounts of enzyme solu- 
tions into the skin, itching was elicited in 
the absence of urticaria and other clinical 
signs. They found that members of the pro- 
teinase group of enzymes could actively elicit 
itching following injection. The study fol- 
lowed the demonstration that the active pru- 
ritogenic principle of cowhage (itch powder) 
was a proteinase called mucunain. They have 
postulated that the release of intracellular 
proteinases from the epidermis or elsewhere 
may play an important role in the production 
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of pruritis. This study may have opened up 
valuable new avenues toward a better under. 
standing of the mechanism of itching, and 
perhaps even more important it may lead to 
a more satisfactory means for its control. 

Bickford® has elucidated two aspects of itch- 
ing which help to explain the symptoma. 
tology frequently noted in pruritic derma. 
toses. First of all “spontaneous itching” may 
develop locally following an adequate stimu- 
lus. The itching tends to persist a short while 
after the stimulus is removed. Later this re. 
gion and a larger surrounding area develops 
into an “itchy skin.” This area is now more 
sensitive to itch-producing stimuli and there. 
by the slightest stimuli may provoke itching. 
This situation may persist for hours, and 
even days, and helps explain the vicious itch- 
ing cycles that some patients develop. 


Cutaneous disease (atopic dermatitis, urti- 
caria, prurigo nodularis, and others) may ini- 
tiate spontaneous itching through irritation 
of the nerve endings in the skin by producing 
irritating substances locally and by hemato- 
genous dissemination of these substances. 
Long after spontaneous itching has subsided, 
the state of “itchy skin” may be in evidence. 
The skin now responds to pressure changes 
due to dressing, undressing, bathing, tempera- 
ture change, and other mild stimuli with pro- 
nounced pruritus. With severe itching as in 
dermatitis herpetiformis the patient may ac- 
tually strip away parts of the epidermis and 
nerve endings in an attempt to stop the tor- 
menting pruritus. 


Itching may result from central stimulation 
as well as from peripheral excitation. Certain 
central nervous system diseases including 
tabes dorsalis and paresis may cause pruritus. 
It is also likely that certain exhausting and 
anxiety conditions operating centrally may 
lower the peripheral threshold for the initi- 
ation of the itch sensation. The development 
of pruritus of central origin and without evi- 
dence of peripheral participation is thought 
to occur rarely. 


Although the itching impulse presumably 
travels over pain fibers and the administra- 
tion of morphine usually relieves pain, its use 
in most pruritic dermatoses will aggravate 
itching. A number of centrally acting agents 
reduce itch perception; consequently, the ad- 
ministration of barbiturates, chloral hydrate, 
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[horazine, the bromides, Rauwolfia deriva- 
tives, and acetylsalicylic acid help to control 
pruritus. Central nervous system stimulants 


four per cent of the patients were completely 
relieved or improved. 


In 1954, White!” used 1 per cent pramoxine 


including caffeine and Benzedrine tend to hydrochloride (Tronothane) jelly, a topical 
make patients with pruritus more uncomfort- _ anesthetic, in several types of dermatoses 
able. which are associated with pruritus. This series 
Increased capillary dilatation, increased included 186 patients, of whom 79 per cent re- 
heat, and tissue anoxia tend to make the itch- _ ported pronounced improvement, 12 per cent 
ing sensation more acute. On the other hand, moderate relief, and 9 per cent improvement. 
cold, ultraviolet irradiation, x-ray irradiation, Schwartz! also used Tronothane locally in 
and local anesthetics tend to produce tem- 185 cases of pruritus of varied etiology. Ex- 
porary depression of the reactivity of the cellent or good palliative results were ob- 
7 nerve endings which initiate itching. tained in 172 (92.9 per cent). 
Lubowe!t evaluated icz heti 
Clinical Evaluation of New Antipruritic Agents properties of (Cy. 
In the last few years a number of new anti- _claine) in 258 cases of pruritic dermatoses. 
pruritic agents have been advocated as being _ Satisfactory relief was obtained in 85 per cent 
P reasonably successful in controlling pruritus. _ of the patients treated. 
These clinical studies are difficult to evaluate Shelmire, Gastineau, and Shields'® used a 
- since controls are not always feasible and the surface anesthetic, dyclonine hydrochloride 
i- important end result is dependent upon the (Dyclone) ointment and creme, on 200 pa- 
n patient’s own opinion as to whether or not he tients with painful or pruritic dermatoses. 
g has been helped. Some of the more recent In June 1955, they reported that 56.5 per cent 
0- clinical reports will be reviewed. were judged to have complete relief, 28 per 
s. In 1950, Madden? reported that 141 pa- cent obtained good relief, and 15.5 per cent 
d, tients with various selected dermatoses were — were not helped. 
€. treated with phenindamine (Thephorin) oint- Lubowe!® in August 1955, reported the , 
- ment, an antihistaminic, for the relief of itch- _ treatment of 181 patients with pruritic der- 
a ing. Ninety per cent experienced relief or — matoses. Hydrocortisone and fluorohydrocor- 
ral complete inhibition of the itching, and 5 per _tisone were used in lotion and ointment form. 
m= cent had an aggravation of the itching and Only 23 (13 per cent) of the 81 patients failed 
aC dermatitis when the ointment was used. It to improve. 
nd should be stated that Thephorin ointments Robinson and Robinson,}7 using hydrocor- 
or- have been almost completely abandoned be- tisone acetate locally in a lotion, ointment, 
cause of a high sensitization index.* and creme, noted complete relief of symptoms 
on Ayres and Ayres,® in 1951, used an anti- in 144 (84 per cent) of 172 patients with 
ain histaminic, 1 per cent chlorcyclizine hydro- atopic dermatitis. 
ing chloride (Perazil) ointment in the treatment The original report of Sulzberger and Wit- 
Us. of several hundred patients with many differ- _ten18*»" and subsequent studies by others in- 
ind ent types of pruritic dermatoses. They found dicate that four of five patients with a pruritic 
aay that it was especially helpful in the treatment — dermatosis will be helped by the use of topi- 
ti of localized neurodermatitis and pruritus of cal corticosteroids. Topically fluorohydrocor- 
ent the anus, vulva, and scrotum. tisone appears to be slightly more effective 
a The results of the study of Lynch and Oc- — than hydrocortisone.’ es 
kuly,1 utilizing a topical anesthetic, dimeth- At the Medical Center in Birmingham dur- 
isoquin hydrochloride (Quotane) ointment, in ~ ing the past two years the clinical evaluation 
ably 1952 reported some relief of itching in 80 per of several antipruritic agents upon more than 
str a- cent of 258 pruritic dermatoses, and “good” a thousand patients has been undertaken. 
use results were noted in 60 per cent of the total. Where possible the drugs tested have been 
vate In the same year Corson, Luscombe, and controlled by treating simultaneously the op- 
ents Decker! also reported studies using Quotane posite symmetrical area with a placebo re- 
- ad- in ointment form in the treatment of 128 pa- sembling the drug being tested. In cases 
rate, tients with chronic itching eruptions. Eighty- | where symmetrical sides were not available, as 
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in pruritus ani, the drug and placebo were 
used alternately. In general the pruritic der- 
matoses treated were those for which no spe- 
cific therapy was available. 


One per cent Tronothane* in creme and 
jelly form was used in the treatment of 200 
patients with itching eruptions.?° Of these, 57 
per cent were helped, 28 per cent were made 
neither worse nor better, and in 15 per cent 
the pruritus appeared to be aggravated by 
the local use of the medication. In none of 
these did a true sensitization reaction develop. 
Our results were not as favorable as were 
those of White!? and of Schwartz." 

One hundred and forty-eight (87 per cent) 
of 170 patients with pruritic and exudative 
dermatoses derived decided benefit from the 
use of Prophyllin** (sodium propionate-chlo- 
rophyllin) when used as an auxiliary thera- 
peutic agent in the form of a wet dressing.?! 
It was noted that 8 per cent were neither 
helped nor aggravated by its use, and 5 per 


*Tronothane—supplied through courtesy of the Abbott 
Laboratories and Dr, George H. Berryman. 

**Prophyllin—supplied through courtesy of the Rystan 
Company, Inc. and James H. Stanton, Vice-President. 


FEBRUARY 1956 


cent were affected unfavorably. In 12 pa. 
tients with bilateral stasis dermatitis, a wet 
dressing with sodium propionate-chlorophyl- 
lin was used on one extremity, and some other 
preparation (usually Burow’s solution) was 
used simultaneously on the other extremity. 
In all instances sodium propionate-chloro- 
phyllin was either equally or more effective 
than the other preparation used. 

During 1954 and 1955, a total of 335 pa. 
tients were treated with | per cent Dyclone* 
creme locally for pruritic dermatoses. Of 
these, 76.4 per cent were benefited by its use, 
14.3 per cent found that their condition tre- 
mained unchanged, and 9.2 per cent stated the 
pruritus was made worse after using the prep- 
aration. These results compare favorably with 
those reported by Shelmire and his associ- 
ates.15 Table 1 lists the dermatoses treated. 
This table is also representative of the various 
dermatoses treated in the other three groups 
reported herein. 


*Dyclone Creme—supplied through courtesy of the Pitman- 
Moore Company and Dr. Philip A. Boyer, Jr. This contains 
the drug dyclonine hydrochloride and has the formula: 4-n- 
butoxy-Beta-(1l-piperidvl) propiophenone. It is a topical an- 
esthetic. 


TABLE 1 


DERMATOSES TREATED WITH DYCLONE CREME 1 PER CENT AND THE RESULTS OBTAINED 
(IN ALL INSTANCES THE PATIENT COMPLAINED OF PRURITIS) 


Number 

Diagnosis of Cases 
Neurodermatitis—atopic dermatitis 133 
Contact dermatitis 52 
Stasis dermatitis 28 
Pruritus vulvae et ani 23 
Lichen simplex chronicus 16 
Nummular eczema Il 
Neurotic excoriations 8 
Infantile eczema 8 
Seborrheic dermatitis 7 
Dyshidrosis 7 
Pityriasis rosea 6 
Psoriasis vulgaris + 
Herpes zoster t 
Insect bites 5 
Impetigo contagiosa 3 
Miliaria 3 
Solar dermatitis $ 
Dermatitis medicamentosa 2 
Papular urticaria 2 
Sycosis vulgaris 2 
Lichen planus 2 
Cutaneous lymphoma 1 
Intertrigo 
Rosacea l 
Scabies 
Creeping eruption 1 
Dermatitis herpetiformis l 
Radiodermatitis 
Sunburn 

Totals 335 


Decided Condition Unfavorable 
Improvement Unchanged Response 
98 27 8 
41 7 4 
24 1 3 
15 5 3 
18 l 2 
8 0 3 
6 
7 1 0 
5 0 2 
5 
t 2 0 
2 
4 0 0 
0 0 
0 0 
3 0 0 
8 0 0 
0 0 2 
2 0 0 
1 0 1 
2 0 0 
0 0 
1 0 0 
1 0 0 
0 0 
1 0 0 
1 0 0 
1 0 0 
1 0 a 


nm 
x 
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TABLE 2 


RESULTS FOLLOWING TOPICAL TREATMENT OF PRURITIC DERMATOSES WITH CORTICOSTEROIDS AND 
CORTICOSTEROIDS IN COMBINATION WITH ANTIBIOTICS 


Number Decided Condition Unfavorable 
Preparations of Cases Improvement Unchanged Response 
Neo-Cortef ointment 1% (hydrocortisone + neomycin* 29 23 5 1 
Neo-Cortef lotion 0.5% (hydrocortisone + neomycin) 36 21 9 6 
Neo-Cortef lotion 1% (hydrocortisone + neomycin) 95 64 20 ll 
Neo-Cortef ointment 1% with bacitracin and polymyxin 18 14 2 2 
F-Cortef ointment 0.2% (fluorohydrocortisone) 29 26 3 0 
F-Cortef lotion 0.1% and 0.2% (fluorohydrocortisone) 19 15 2 2 
Bio-F-Cortef 0.1% and 0.2% ointment 
(fluorohydrocortisone with neomycin, bacitracin, and polymyxin** 25 21 4 0 
Neo-F-Cortef lotion 0.2% (fluorohydrocortisone with neomycin) i 3 0 0 
Neo-D-Cortef ointment 0.25% (Prednisolone + neomycin) 37 29 6 2 
Neo-D-Cortef ointment 0.1% (Prednisolone + neomycin) 34 30 4 0 
Neo-D-Cortef lotion 0.2% (Prednisolone + neomycin) 19 17 2 0 
Totals 344 263 57 25 


sulfate per gram or cubic centimeter. 


*Whenever neomycin has been incorporated in the ointment or lotion, it is found in concentration of 5 mg. of neomycin 


**Those preparations containing the multiple antibiotics have a concentration of 500 units of bacitracin and 10,000 units 


of polymyxin B per gram. 


A number of corticosteroid agents** have 
been tested topically on 344 patients with pru- 
ritic dermatoses (Table 2). Seventy-seven per 
cent of all patients treated improved, but 83 
per cent of those treated with creme or oint- 
ment preparations were benefited as against 
only 70 per cent of those treated with lotion 
preparations. The results utilizing 0.2 per 
cent fluorohydrocortisone ointment appeared 
to be slightly superior since 90 per cent of 
these patients improved. Prednisolone 
dehydro analog of hydrocortisone) seems to 
be a new useful topical agent since 84.4 per 
cent of the patients treated with either oint- 
ments or lotions were benefited. The anti- 
pruritic qualities of these corticosteroid top- 
ical agents did not appear to be significantly 
diminished when combined with neomycin, 
bacitracin, and polymyxin. 


Antipruritic Agents Prescribed by 100 
Dermatologists 

In view of the fact that the accurate evalu- 
ation of the effectiveness of antipruritic agents 
in clinical studies is difficult to interpret, an- 
other approach to this question was utilized. 
Since dermatologists prescribe medications at 
least several times daily for the purpose of 
controlling pruritus, 100 prominent dermatol- 
ogists were requested to list the three agents 
they found most useful locally and system- 
ically in the abatement of pruritus. It was 
felt that in this manner the most effective 


_**These products supplied through the courtesy of The 
Upjohn Company and Dr. C. J. O'Donovan. 


agents could be ascertained, and in addition 
these would more than likely be agents that 
seldom produce true sensitization reactions. 
It takes only one severe reaction of this type 


TABLE 3 


GEOGRAPHICAL DISTRIBUTION OF THE DERMATOL- 
OGISTS WHO WERE QUERIED 


Number of 
Locality Dermatologists 
California 
Connecticut 
Colorado 
Florida 
Georgia 
Illinois 
Indiana 
Kentucky 
Louisiana 
Maryland 
Michigan 
Minnesota 
Missouri 
New York 
Ohio 
Oklahoma 
North Carolina 
North Dakota 
Pennsylvania 
Rhode Island 
South Carolina 
Tennessee 
Texas 
Virginia 
Washington 
Washington, D. C. 
West Virginia 
Wisconsin 
Australia 
Canada 
Cuba 
Hawaii 


Total 
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TABLE 4 
RELATIVE POPULARITY OF LOCAL AND SYSTEMIC ANTIPRURITIC AGENTS ACCORDING TO RESULTS OF 4 


POLL OF 


100 DERMATOLOGISTS* 


Local 


1-2.5% hydrocortisone and 
0.1-0.2% fluorohydrocortisone ointments and lotions 


0.25-2% phenol and/or 
0.25-1% menthol in shake lotions 


Wet dressings (cool) 
Burow’s solution 
Boric acid solution 
Potassium permanganate solution 


Quotane ointment and lotion 

Colloid baths 

X-ray irradiation 

Eurax ointment 

1-8% liquor carbonis detergens in ointments and lotions 
Tronothane creme 

Panthoderm creme 

Refrigeration 


Calamine liniment 


Points Systemic Points 
Antihistaminics 51 
135 Benadryl 
Pyribenzamine 
113 Phenergan 
55 ACTH, cortisone, and Meticorten 4] 
Sedation 35 
Chloral hydrate 
Phenobarbital 
35 Calcium gluconate i.v. i 
22 Procaine (oral and i.v.) 10 
20 lhorazine 10 
12 Serpasil 7 
11 
10 
8 


*One hundred dermatologists were asked to list the three agents found most useful locally and systemically in the abatement 
of pruritis. Three points were given for the agent listed first, 2 points for second, and 1 point for third. The comparative popu- 
larity of the different agents is estimated in the column under Points. 


for a dermatologist to become wary of a 
preparation. 


These 100 specialists practice in 28 states 
and four other countries or territories as list- 
ed in table 3. Opinions from men, widely 
distributed geographically, were sought since 
differences in temperature, humidity, and race 
may affect therapeutic response. 


The three agents consistently recommended 
as being most effective locally included: (1) 
1 to 2.5 per cent hydrocortisone and 0.1-0.2 
per cent fluorohydrocortisone ointments and 
lotions (2) 0.25-2 per cent phenol and/or 
0.25-1 per cent menthol in shake lotions, and 
(3) cool wet dressings (particularly Burow’s, 
boric acid, and potassium permanganate so- 
lution). Similarly, the three most effective 
systemic agents recommended were: (1) anti- 
histaminics (particularly Benadryl, Pyriben- 
zamine, and Phenergan), (2) ACTH, corti- 
sone, and Meticorten, and (3) sedatives 
(chloral hydrate and phenobarbital). The com- 
parative popularity of other useful agents can 
be noted in table 4. 


Comment 


Foremost in the control of a patient's itch- 
ing is an investigation of the cause. The pru- 
ritus associated with a number of dermatoses 


including scabies, pediculosis, fungus infec- 
tions, and dermatitis herpetiformis usually re- 
sponds promptly to specific therapy. In some 
instances antipruritic agents may be indi- 
cated while the primary disease is being 
brought under control. Many instances of 
pruritus, especially those which are general- 
ized, accompany systemic disorders and re- 
quire that the patient have the benefit of a 
thorough clinical survey. Diabetes mellitus, 
hepatitis, lymphoblastoma, and nephritis are 
but a few of the systemic illnesses which may 
produce itching. Pruritus in these cases may 
be controlled only by successful therapy of the 
internal disease. 

Tranquilizing agents acting centrally are 
both popular and effective in many cases, és- 
pecially in those without a complete explana- 
tion and in those patients who fail to respond 
to the therpay dictated by etiology. The use 
of antihistaminics, barbiturates, chloral hy- 
drate, or Rauwolfia serpentina derivatives sys- 
temically often brings the itching patient 
relief. 

In difficult cases the search for a satisfac- 
tory topical agent will often test the thera- 
peutic ingenuity of the clinician. Menthol, 
phenol, and camphor substitute cooling or 
other symptoms for itching. Wet dressings by 
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cooling the skin may remove the itching sen- 
sation. Ointments, pastes, lotions, and band- 
aging tend to protect the “itchy skin” from 
external changes in pressure and temperature 
which can initiate itching. 

The precise way in which ACTH and the 
corticosteroids act to relieve pruritus is not 
clear, although it seems that they act indirect- 
ly by their anti- -inflammatory action.22. Their 
performance at times is dramatic but seldom 
do they cure the chronic pruritic eruptions. 

The barrier of the superficial skin layers 
between the medicament in use and the nerve 
endings initiating itch sensations may be re- 
sponsible for the inadequacy of many thera- 
peutic attempts. Unquestionably, further ex- 
ploration and more effective agents are a 
tremendously important need in this field. 


Summary and Conclusions 


Present day concepts in the neurophysiology 
of itching are discussed. The results of clin- 
ical studies utilizing several of the newer 
antipruritic agents are evaluated. The results 
of questioning 100 dermatologists regarding 
the most effective antipruritic agents are 
given. The three agents found most effective 
for local use were hydrocortisone and fluoro- 
hydrocortisone ointment and lotion, menthol 
and/or phenol in shake lotions, and cool, wet 
dressings. The three agents found most ef- 
fective after systemic use were antihistaminics, 
ACTH and corticosteroids, and sedation with 
chloral hydrate or phenobarbital. 

Dr. Stephen Rothman made helpful suggestions. 
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The Management and Complications 
of Steroid Therapy for Pemphigus 


Vulgaris 


J. GRAHAM SMITH, JR., M.D.,* Durham, N. C. 


The treatment of this fatal disease with the steroid hormones requires 
heroic doses, and the anticipation of the complications of such therapy. 


Introduction 


PEMPHIGUS VULGARIS is usually an incurable, 
fatal disease. Only rarely do prolonged re- 
missions occur. Therefore, treatment is di- 
rected toward suppression of the disease with 
cortisone, hydrocortisone and corticotropin. 
The diagnosis is established by differentiating 
pemphigus from dermatitis herpetiformis, bul- 
lous erythema multiforme and the other bul- 
lous diseases. This differentiation, while often 
easy, may be difficult, requiring consultative 
assistance and pathologic examination of early 
bullous lesions. 

Seven patients with pemphigus vulgaris who 
have been treated with these hormones have 
been reviewed. The clinical course of each 
patient has been outlined briefly to demon- 
strate the variety of complications which 
occur. 


Case Reports 


Case 1. C. T., a 73 year old white man, admitted 
to Duke Hospital on August 16, 1951, noted in July, 
1951, a generalized pruritic papular eruption over the 
body, sparing the hands and feet. Within three weeks 
a bullous eruption had gradually replaced the papular 
one and spread to involve the entire body except 
the head, hands, and feet. 

Physical examination. There was an_ excoriated 
papular eruption over the back and chest. Bullae up 
to 8 mm. in diameter were scattered over the extremi- 
ties, many of which were ruptured leaving raw, ery- 
thematous bases and crusts. There were no mucosal 
lesions. General physical examination was not re- 
markable. 

Laboratory studies. Routine blood and urine ex- 
aminations were normal. The nonprotein nitrogen, 
potassium, chloride and carbon dioxide combining 
power were normal. The electrocardiogram revealed 
slight left axis deviation. 


*From the Division of Dermatology and Syphilology, De- 
partment of Medicine, Duke University School of Medicine, 
Durham, N. C 


Clinical course. A diagnosis of pemphigus vulgaris 
was made and the patient was treated with sterile 
petrolatum pressure dressings, a low sodium diet, 
aqueous corticotropin 40 units intramuscularly twice 
daily and prophylactic digitalization. On the third 
hospital day he developed a psychosis which subsided 
completely 48 hours after onset. The response of the 
skin was excellent and he was discharged August 29, 
1951. 

Despite the continuation of aqueous corticotropin 
intramuscularly, new lesions developed and he was 
readmitted to Duke Hospital, September 7, 1951. A 
biopsy was taken and found to be compatible with 
pemphigus vulgaris. 

The dosage of aqueous corticotropin was increased 
to 80 units intramuscularly daily with excellent re- 
sponse. Sterile petrolatum pressure dressings and 
1:8000 potassium permanganate irrigations were used 
locally. After 11 days of corticotropin, cortisone 300 
mg. orally daily was begun; the dosage was decreased 
until the patient was on 100 mg. daily on September 
21, 1951, the date of discharge from the hospital at 
which time he was free of skin lesions. 

He continued to do well at home on a low sodium 
diet, additional potassium and 100 mg. oral cortisone 
daily. He was last heard from on January 25, 1954, 
remaining free of skin lesions. 


Case 2. E. P., a 55 year old Negro man, was ad- 
mitted to Duke Hospital October 21, 1951, with a year 
and a half history of bullous lesions which began on 
the face and spread to the chest, back and extremities. 
There had been associated secondary infection and 
ulceration. 

Physical examination. There were bullous, crusted, 
oozing lesions over the face, trunk and extremities. 
The remainder of the physical examination was within 
normal limits except for a blood pressure of 180/100. 

Laboratory studies. Except for a slight leukocytosis, 
the hemoglobin, white blood count and urine were 
normal throughout the patient’s hospitalization. The 
serum electrolyte values remained within normal 
limits. 


Clinical course. A diagnosis of pemphigus vulgaris 
was made and the patient was treated locally with 
1:8000 potassium permanganate compresses, sterile 
petrolatum pressure dressings, 1 per cent gentian 
violet in 10 per cent alcohol, and antibiotic ointments. 
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He was given a low sodium diet, supplementary potas- 
sium, and corticotropin 20 units daily intravenously 
over eight to ten hours. This was subsequently 
changed to oral cortisone 200 mg. daily, but because 
of the lack of response he was again placed on 20 
units corticotropin intravenously daily over 16 to 18 
hours, and later to cortisone orally 200 mg. daily as 
the skin lesions continued to improve. 

On November 5, 1951, thrombophlebitis in the left 
calf developed and anticoagulant therapy with heparin 
and dicumarol was begun along with penicillin. 

He got along well and was discharged, free ot 
skin lesions, on December 3, 1951, on oral cortisone 
100 mg. daily, a low sodium diet and supplementary 
potassium. 

The patient did well on cortisone until January 16, 
1952, when thrombophlebitis in the left femoral vein 
developed and he was re-hospitalized. Oral cortisone 
therapy was continued and penicillin and dicumarol 
added while he was on bed rest. No skin lesions were 
present during hospitalization. He was discharged on 
January 30, 1952, to continue cortisone therapy at 
home. 


New skin lesions developed while at home and 
the patient expired there in April, 1954. 


Case 3. J. S., a 39 year old white woman, was 
admitted to Duke Hospital on January 24, 1952, with 
a two year history of oral, anal and vaginal moniliasis. 
Six weeks before admission while under treatment 
elsewhere for this, she developed a generalized bullous 
eruption. 


Physical examination. The oral mucous membrane 
was ulcerated and covered with a white exudate. 
There were bullous lesions on the vaginal and anal 
mucosa. Large bullae, many of which were ruptured 
and having erythematous bases, were scattered over 
the body except for the legs which were spared. Nikol- 
ski’s sign was present. The remainder of the physical 
examination was within normal limits. 


Laboratory studies. There was an iron deficiency 
anemia with leukocytosis and a shift to the left in the 
differential count. Urinalysis was normal except for 
sugar which was found to be present while the patient 
was on corticotropin. Electrolyte values remained 
within normal range. Candida albicans was cultured 
from the mouth. A skin biopsy was compatible with 
pemphigus vulgaris. 

Clinical course. 1:4000 potassium permanganate com- 
presses and baths, 1 per cent gentian violet, and sterile 
petrolatum dressings were used locally. A low sodium 
diet, supplementary potassium, parenteral penicillin 
and intravenous corticotropin over 18 to 24 hours per 
day were given. Diabetes mellitus developed and was 
controlled with 25 to 30 units of protamine zinc insulin 
daily. A marked mental depression also developed. 
Che patient’s response was slow but definite and oral 
cortisone 200 mg. daily was begun. She was discharged, 
on March 19, 1953, on a low sodium diet, supple- 
meatary potassium, 20 units protamine zinc insulin 


and 200 mg. oral cortisone daily. Few skin lesions 
remained. 


At home her depression progressed to a paranoid 
psychosis, the bullous eruption became more exten- 
sive, and the patient died in May, 1952. 
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Case 4. H. C., a 51 year old white man, was ad- 
mitted to Duke Hospital August 30, 1952, with a 
five week history of a bullous eruption which began 
on the face and spread to the chest and extremities. 


Physical examination. There were bullae, 2 to 4 
mm. in diameter, scattered over the face, chest and 
lower legs. There were multiple ulcerated lesions of 


the mouth and punctate hemorrhagic lesions over the 
left heel. 


Laboratory studies. The hemoglobin, leukocyte 
count, and urine were normal on admission. While 
on corticotropin therapy, hyperglycemia and glyco- 
suria developed. Serum electrolyte values remained 
within normal range during hospitalization. Skin bi- 
opsy was compatible with pemphigus. 


Clinical course. The skin lesions were treated with 
1 per cent gentian violet in 10 per cent alcohol, 
saline compresses, and chlortetracycline ointment. Aque- 
ous gentian violet 0.1 per cent was used on the oral 
mucosal lesions. Before beginning 20 units of cortico- 
tropin daily intravenously over 10 to 18 hours, the 
patient was started on a soft, low sodium diet, supple- 
mentary potassium and was digitalized prophylactically. 
The skin lesions responded gradually, and the hyper- 
glycemia which developed was controlled with 10 units 
of protamine zinc insulin. 


He was discharged on September 9, 1952, with only 
a few bullous lesions over the chest and one regress- 
ing mouth ulcer. The management consisted of oral 
cortisone 200 mg. daily, a low sodium diet, supple- 
mentary potassium, digitoxin, 10 units of protamine 
zinc insulin daily, 0.1 per cent aqueous gentian violet 
mouth washes, chlortetracycline ointment and oxytetra- 
cycline 1.0 gm. daily orally. 


He got along well at home on an oral dosage of 
100 mg. of cortisone daily and no insulin until early 
September, 1952, at which time more skin lesions 
were noted and he was hospitalized on September 24, 
1952. He responded well to corticotropin gel, 90 units 
intramuscularly daily, and was discharged on October 
13, 1952, on 250 mg. oral cortisone daily. 


The skin disease remained in good control but in 
January, 1953, the patient was found to have pul- 
monary tuberculosis in the left upper lobe. Cortisone 
was discontinued and streptomycin and para-amino- 
salicylic acid were added. In February a left pneu- 
monectomy was performed. When last heard from 
in August, 1953, the patient was having little diffi- 
culty with skin lesions but was still on antituberculous 
therapy. 


Case 5. C. N.,* a 52 year old white man, noted 
bullous lesions over his back in January, 1951. Sub- 
sequently a diagnosis of pemphigus vulgaris was made 
and he was treated elsewhere with cortisone and 
corticotropin with good response. He was hospitalized 
twice elsewhere in 1952. Despite 300 mg. oral corti- 
sone daily he had not responded and was hospitalized 
at the Veterans Administration Hospital in Durham, 
North Carolina, in June, 1953. 

Physical examination. There were many large flaccid 
bullae over the trunk and extremities. Where the 


*The hydrocortisone received by this patient was supplied 
in part by the Charles Pfizer Company. 


is 
le 
t, 
e 
| 
9, 
in | 
as 
A | 
th 
ed 
re- | 
nd 
ed 
00 
ed 
yer 
at 
im 
ne 
54, 
ad- 
ear 
on 
ies. 
ind | 
ed, 
ies. 
hin 
100. | 
ere 
rhe 
mal 
aris 
vith 
rile 
tian 


158 SOUTHERN MEDICAL JOURNAL 


bullae had ruptured there were raw eroded areas 
with crusting. 

Laboratory studies. Hemoglobin, white blood count 
and urine examinations were normal. The serum 
electrolyte values remained within normal range. A 
skin biopsy was compatible with pemphigus vulgaris. 

Clinical course. The patient was treated with 1 per 
cent gentian violet in 10 per cent alcohol locally, anti- 
biotic ointments, 1:8000 potassium permanganate baths, 
systemic antibiotics, a low sodium diet, supplementary 
potassium, 40 units corticotropin intravenously over 
16 to 18 hours, and 300 mg. cortisone orally. He also 
received 180 ml. of plasma intravenously from a pa- 
tient who had had a spontaneous remission from 
pemphigus vulgaris. Improvement was progressive 
and the intravenous corticotropin was discontinued 
after two months, the patient being maintained on 
300 mg. of oral cortisone per day. However, two 
months after discharge in December, 1953, he was re- 
admitted because of an exacerbation, and was hos- 
pitalized two and a half months during which time 
he again received intravenous corticotropin, anti- 
biotics, and local therapy. Prior to discharge he re- 
ceived 250 ml. of plasma intravenously from the same 
patient who had had a spontaneous remission from 
pemphigus. The patient gradually improved and was 
discharged on antibiotics and 150 mg. of oral cortisone 
per day. 

In June, 1954, he was admitted for two months for 
the third time to the Durham Veterans Administra- 
tion Hospital because of an exacerbation despite the 
change of cortisone to hydrocortisone and dosages up 
to 160 mg. orally per day. At that time he was placed 
on a low sodium diet, antibiotics, baths, 40 units of 
corticotropin intravenously over 16 to 18 hours, and 
300 mg. oral cortisone per day. Because there was 
no response to this therapy, after six days the cortico- 
tropin was discontinued and the oral cortisone was 
increased to 1000 mg. per day. Following the increase 
in dosage to this level there was definite improvement 
in the skin lesions. Also six days after the increase 
of cortisone to 1000 mg. per day he received 250 ml. 
of convalescent pemphigus plasma intravenously. Grad- 
ual clearing continued and within three weeks after 
increasing the dosage of cortisone to 1000 mg. it had 
been possible to taper his dosage to 500 mg. per day. 
In August, 1954, he was discharged on 400 mg. of oral 
cortisone per day, baths, low sodium diet, and sup- 
plementary potassium. 

The patient continued to be nearly free of skin 
lesions, however, in October, 1954, he attempted sui- 
cide and was re-hospitalized two weeks on the psychi- 
atric service at the Durham Veterans Administration 
Hospital. During this time he remained almost com- 
pletely free of skin lesions being controlled on 100 
mg. of corticotropin gel intramuscularly and 180 mg. 
of hydrocortisone orally. He was changed to 400 mg. 
of cortisone per day five days prior to discharge and 
discharged on 250 mg. of oral hydrocortisone daily. 

Since that time he has gotten along fairly well with 
very few skin lesions on 140 mg. of oral hydrocortisone 
per day, being last seen in mid February, 1955. 


Case 6. M. C., a 45 year old Negro woman, was 
admitted to Duke Hospital March 24, 1953, with a 


FEBRUARY 1956 


seven months history of crops of bullae developing 
over her trunk and extremities. 

Physical examination. Crops of bullae and denuded 
areas were present over the trunk and extremities. 
Many crusted lesions were present over the face and 
neck. 

Laboratory studies. An iron deficiency anemia and 
leukopenia were present. The hemoglobin varied 
from 6.5 to 10.0 gram per 100 ml. The leukocyte count 
was 3,400 with a shift to the left. Urinalysis revealed 
slight proteinuria with numerous red blood cells. The 
serum electrolyte values remained within normal range. 
Skin biopsy was compatible with pemphigus. 

Clinical course. The patient was placed on a low 
sodium diet, supplementary potassium, 1:8000 potas- 
sium permanganate compresses, digitalis, penicillin and 
160 units corticotropin gel daily intramuscularly. She 
was extremely ill, being incontinent of urine and feces 
and tube feeding was necessary. Pyuria and hema- 
turia also developed. Oxytetracycline 1 gram daily 
and streptomycin 1 gram daily were begun. She 
received several blood transfusions. 

The urinary tract infection responded and the 
skin lesions improved. Corticotropin dosage was re 
duced and she was changed to oral cortisone 50 mg. 
daily. 

She was discharged on May 3, 1953, on 50 mg. oral 
cortisone daily, sulfisoxazole 2 grams daily, low sodium 
diet and | per cent gentian violet to be applied to the 
few skin lesions which remained. 

She was last seen on June 1, 1953, at which time she 
was getting along well without any skin lesions on 
75 mg. cortisone orally daily. 

Case 7. N. W., a 49 year old Negro woman, was ad- 
mitted to Duke Hospital April 6, 1954, with a three 
weeks history of a vesiculo-bullous eruption which 
began on the lips, mouth, and throat and spread to 
the trunk and extremities. 

Physical examination. There were many vesicles 
and bullae without erythematous bases over chest, 
back, neck, some of which were ruptured, leaving raw, 
red bases. There were scattered small vesicles over 
the mouth, lips, and vaginal mucosa. 

Laboratory studies. The hemoglobin, leukocyte 
count, differential and urine were normal. The serum 
electrolyte values remained within normal limits. Skin 
biopsy was compatible with pemphigus vulgaris. 

Clinical course. The patient was given a low sodium 
diet, 1:8000 potassium permanganate baths, | per cent 
gentian violet in 10 per cent alcohol locally, 1 per 
cent silver nitrate paint locally, Prophyllin mouth 
washes, oxytetracycline, 1 gram daily, and 300 mg. 
cortisone daily orally. 

She responded well to therapy and the cortisone dos- 
age was reduced. New lesions developed and corti- 
sone was increased in amount with subsequent im- 
provement. 

She was discharged on May 2, 1954, with very few 
bullous lesions remaining, on 100 mg. cortisone daily 
orally and a low sodium diet. 

Since then she has been followed at four to eight 
week intervals. She has continued to have a few 
bullae and when last seen on April 20, 1955, was on 
125 mg. oral cortisone daily. 
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Discussion 


In the cases of pemphigus vulgaris treated 
with cortisone, hydrocortisone, and cortico- 
tropin, all three drugs have been found to be 
effective and may be used interchangeably 
early in the disease. The other types of true 
pemphigus: pemphigus vegetans, pemphigus 
foliaceus, and pemphigus erythematoses also 
respond to these hormones. In our experi- 
ence, the equivalent dosages are approximate- 
ly: 20 units intravenous corticotropin (12 to 18 
hour drip) = 80 to 100 units corticotropin gel 
intramuscularly (two or more divided daily 
doses) = 300 mg. cortisone orally (three or 
more divided daily doses) — 200 mg. hydro- 
cortisone orally (three or more divided 
daily doses). After the prolonged use of corti- 
sone or hydrocortisone there may be less re- 
sponse to corticotropin because of a “disuse”’ 
atrophy of the adrenals. The abrupt cessation 
of cortisone therapy after prolonged use may 
be associated with severe systemic symptoms.* 
As yet our experience with prednisone is lim- 
ited to one patient not included in this re- 
port, however, this drug apparently is also 
effective in the treatment of pemphigus vul- 
garis.*: 4 

Once the disease is under control, the dos- 
age of hormone should be lowered slowly until 
the maintenance dosage necessary to suppress 
the disease is determined, since the exacer- 
bation following initial improvement is often 
more difficult to control than the first epi- 
sode.> Therefore, intramuscular corticotropin 
gel dosage should be decreased no more than 
5 units daily and oral cortisone and hydro- 
cortisone no more than 6.25 mg. daily. 

As is emphasized by Lever,! high dosages 
must sometimes be employed before response 
occurs. Pemphigus is ordinarily a fatal dis- 
ease and there can be no justification for hesi- 
tation in using large doses up to 360 units of 
corticotropin gel intramuscularly, or 1000 mg. 
of cortisone orally, or more daily to control 
the disease (see Case 5). Maintenance on 
oral cortisone or hydrocortisone is usually 
simpler than with parenteral corticotropin. 
Dosages vary considerably but in most cases 
are 100 to 300 mg. cortisone or 75 to 200 mg. 
hydrocortisone daily in divided doses orally. 

At the present time there is probably no 
need for the continued use of arsenic, iron 
cacodylate, coagulen, acetarsone, carbarsone, 
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and suramine sodium in the treatment of 
pemphigus.® 

Without steroid hormones, the prognosis is 
hopeless. Therefore, when complications occur 
they must be managed without stopping hor- 
mone therapy. 

Moon face and striae are cosmetic problems 
only and require no therapy, diminishing 
when hormone dosage is reduced. Sodium re- 
tention with potassium loss and hypochlo- 
remic alkalosis can be prevented in most pa- 
tients without heart or kidney disease with 
a strict low sodium diet and supplementary 
potassium in the form of enteric coated po- 
tassium chloride in doses of 6 to 12 grams 
daily. In patients who have diminished cardiac 
reserve, prophylactic digitalization is indi- 
cated. If fluid retention occurs during steroid 
therapy it must be treated vigorously. Sig- 
nificant hyperglycemia and glycosuria occur 
infrequently but when present must be treated 
as in any other case of diabetes mellitus. 


Psychic disturbances have occurred fre- 
quently in our patients, one of whom at- 
tempted suicide. Institutionalization and psy- 
chiatric assistance may be required. 

Infections may occur on the skin as well 
as systemically. Locally 1:8000 potassium per- 
manganate baths and compresses, or 0.25 per 
cent silver nitrate compresses may be em- 
ployed. One per cent gentian violet in 10 per 
cent alcohol three times daily is a good drying 
and antibacterial agent for local use. In cases 
with diffuse, large bullous lesions, sterile 
petrolatum gauze pressure dressings applied, 
after painting with 1 per cent gentian violet, 
and occluded with gauze and elastic bandages 
may be useful. They may be changed daily 
or every other day.” 

A starch bed may also give the patient com- 
fort. Five pounds of ordinary starch are placed 
in the bed daily and the patient is allowed to 
lie in it. The starch is soothing, antipruritic 
and tends to dry the exuding areas. 

Prophyllin mouth washes (2.3 grams in a 
pint of water) are soothing when the oral mu- 
cosa is involved. Aqueous gentian violet 0.1 
per cent also may be used on oral lesions. 

Whenever there is local infection or any 
systemic infection, antibiotics such as peni- 
cillin, streptomycin, oxytetracycline, chlor- 
tetracycline, tetracycline, chloramphenicol and 
erythromycin should be used. There is no 
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indication that any of these antibiotics have 
any effect on pemphigus other than in the 
control of infection.® 

Pulmonary tuberculosis is a dire complica- 
tion. Again, however, steroids should be con- 
tinued as long as cutaneous disease is severe; 
antituberculous therapy with streptomycin, 
para-aminosalicylic acid, and isoniazid is in- 
stituted. Corticotropin therapy may be associ- 
ated with progressive tuberculosis less fre- 
quently than with cortisone and probably 
should be used in place of cortisone in the 
presence of active tuberculosis.? Expert con- 
sultative advice should be obtained. 


Thrombophlebitis should be managed with 
bed rest, elevation of the affected part, and 
antibiotics if necessary. Anticoagulants may 
be advisable. 

Perhaps the only complications for which 
steroids must be discontinued are those associ- 
ated with gastrointestinal ulceration. Blood 
transfusions for bleeding, and other support- 
ive therapy with consideration of surgery for 
bleeding or perforation is the treatment of 
choice. Steroids should be used again as soon 
as possible. 

Protein loss and general debility should be 
prevented with protein supplements, vita- 
mins, and plasma. When high protein tube 
feedings are used, water deprivation must 
be avoided. If anemia is present blood trans- 
fusions are indicated. 


The improvement noted each time in case 5 
after receiving plasma from another patient 
who had had a spontaneous remission from 
pemphigus is interesting. At the present stage 
of our knowledge no further comment is pos- 
sible. 
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Summary 


The management of pemphigus vulgaris 
with cortisone, hydrocortisone, and cortico- 
tropin is reviewed. 

Complications encountered in these patients 
include fluid retention, electrolyte imbalance, 
diabetes mellitus, infections, tuberculosis, 
thrombophlebitis, and psychic disturbances, 
The management of these complications is 
briefly discussed. Perforation of a peptic ulcer 
or intractable gastrointestinal bleeding, not 
encountered in our series, are perhaps the only 
indications for stopping steroid hormone 
medication. 


These hormones have a suppressive effect 
on the disease and prolong life. Very large 
doses may be required to control the disease. 
Local measures which are useful in making 
patients more comfortable and controlling 
bacterial infection are also reviewed. 
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A Study of Various Types of 


Eye Injuries” 


K. W. COSGROVE, M.D., J. F. HENRY, JR., M.D., and 
ROGER STEVENSON, M.D.,7 Little Rock, Ark. 


This interesting study points the way to needs in education 


of the public for the prevention of disability. 


A GROUP OF SELECTED CASES has been analyzed 
to evaluate the importance of various factors 
in the incidence and severity of eye injuries. 
The purpose of this study was to determine 
the best line of approach in a program for 
prevention of traumatic visual loss. The study 
was made from 16,306 reports of eye examina- 
tions in the files of the Arkansas Department 
of Public Welfare. These records were of ex- 
aminations made from 1937 to 1954, inclusive. 
The patients were examined because they 
were seeking Aid to Blind assistance grants, 
aid through the Remedial Eye Service pro- 
gram, or because they had been referred from 
a school vision-screening program. 


Eye injuries of a moderate to severe degree 
were recorded in 1,717 cases (10.5 per cent of 
the series). Minor injuries, if recorded, were 
disregarded. It may be presumed that most of 
the patients had some minor injury. A history 
of such could not be obtained, as they were 
not related to the present condition, or were 
so trivial that they were forgotten by the 
patients. Recording of only a small portion of 
the minor injuries would probably have re- 
sulted in erroneous conclusions. 


Analysis of Material 


Table 1 shows the distribution of injuries 
by sex and race as related to the population 
distribution of the State. The male was more 
susceptible to injury than the female—79 per 
cent in the male to 21 per cent in the female. 
The State census shows the sexes to be prac- 
tically equal in number. The male is more 
exposed to injury both in sport and occupa- 
tion, and is probably more daring and less 


*Read before a joint session of the Section on Ophthal- 
mology and Otolaryngology and Association for Research in 
Ophthalmology of the Southern Medical Association, Forty- 
Ninth Annual Meeting, Houston, Tex., November 14-17, 1955. 

+Present address Dr. Stevenson, Kerrville, Tex. 


caretul than the female. The white female 
showed the smallest and the negro male the 
largest percentage of injuries in relation to 
the State population. As a whole the inci- 
dence was relatively greater in the Negro, 36 
per cent of the cases in this series were Negro, 
whereas their percentage of the State popula- 
tion was only 22.5 per cent. Some explana- 
tion for this is found in the analysis of the 
causes and also, the greater impulsiveness of 
the Negro race and less restraint than in the 
white race. 


Table 2 shows the distribution of injuries 
by age groups, as related to the State popula- 


TABLE 1 


DISTRIBUTION OF CASES BY RACE AND SEX AND 
RELATIONSHIP TO POPULATION 


Percent of Total 


Cases of Percent of | Population of 

Injury Injuries Arkansas 
White 1099 64 17.5 
Negro 618 36 22.5 
Male 1356 79 49.8 
Female 361 21 50.2 
Male white 903 52.5 38.9 
Male Negro 453 26.5 10.9 
Female white 196 11.4 38.6 
Female Negro 165 9.6 11.4 

TABLE 2 


DISTRIBUTION OF CASES BY AGE AND RELATION- 
SHIP TO POPULATION 


Percent of Percent of 
Number Injuries Total Population 

lge Groups of Cases (Less Unknown) = of Arkansas 
0-9 363 21.1 22.5 
10-19 306 17.7 17.8 
20-29 204 11.9 13.9 
30-39 178 10.4 13.9 
40-49 194 11.4 12.0 
50-59 185 10.8 9.1 
60-Over 284 16.7 10.8 


Total 1714 100 100 
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TABLE 3 
THE CAUSATIVE AGENT BY SEX AND RACE 


Type Totals Percent* Male Female White Negro 

BB shot 16 1.1 14 2 15 1 
Fireworks 7 0.5 5 2 4 3 
Firearms 84 5.6 7 6 35 49 
Explosions 62 4.1 56 6 50 12 
Sharp objects 486 32.1 358 128 $22 164 
Blows and falls 615 40.1 500 115 376 239 
Chemical burns 42 2.8 29 13 26 16 
Heat burns 53 3.6 39 14 33 20 
Foreign body 156 10.0 129 27 112 44 
Not specified 

and others 196 148 48 126 70 
Totals 1717 100 1356 361 1099 618 


*Percentage of known types. 


tion. Persons over 60 were injured relatively 
more often, while those in the age group of 
10 to 19 came a close second. The age group 
from 30 to 39 is apparently the safest time 
from the standpoint of eye injury. In this 
decade, we have given up our childish ways 
and have not yet become tottering old men! 


Table 3 shows the distribution of the va- 
rious causes of injuries in over-all percent- 
ages and as related to sex and race. Blows and 
falls were the most common cause making up 
10 per cent of this series. Sharp objects were 
a close second. These two causes accounted 
for 72 per cent of our cases. Garrow! reported 
378 eye injuries in the Glascow area. Seventy- 
seven per cent of his cases were caused by 
blows, falls or sharp objects. The explanation 
for this could easily be a lack of education 
regarding the dangers from these sources. If 
these dangers were stressed and explained, 
more care would result in fewer damaged 
eyes. The public has been repeatedly warned 
of the dangers of explosions, burns, BB-guns 


FEBRUARY 1956 


and fireworks and these hazards are less often 
encountered than blows, falls and sharp 
objects. 


Injuries from BB shots were seven times 
more commonly seen in the male, and fifteen 
to one in the white race. This is to be ex- 
pected since the doting parent throws safety 
to the winds to satisfy every whim of the 
darling son. Firearms caused more injuries in 
the male and predominated in the Negro race. 
The Negro may be less educated in safety, 
more careless, and have less control over the 
emotions. In the white race 3.2 per cent of 
injuries and 8 per cent of injuries in the 
Negro race were caused by firearms. The 
male, being more often exposed, had 4.6 per 
cent of injuries due to explosions and the 
female only 1.8 per cent. However, the female 
was more commonly injured by sharp objects, 
41 per cent as compared to 29 per cent of the 
male injuries. Also, the female had 4.1 per 
cent of injuries due to chemical burns and 
the male only 2.4 per cent. These can be ex- 
plained by the greater exposure of the female 
to such agents. 


Some interesting facts were found by study- 
ing the causes of injury in various age groups 
as shown in table 4. Injuries by BB shot and 
fireworks, as would be expected, were more 
common in the second and third decades. 
Over 30 per cent of injuries from sharp ob- 
jects occurred in the 1 to 9 year group. This 
careless age must be protected from knives, 
forks, pencils, etc., until they become aware 
of the danger involved. Sharp playthings such 
as swords and daggers injure many eyes. This 
also applied to heat burns,—26.4 per cent of 
the injuries from this cause occurred in the 
first decade of life. Injuries from blows and 


TABLE 4 
CAUSATIVE AGENT BY AGE GROUP 


: Under 
1 Year 1-9 10-19 20-29 

BB shot 6 9 1 
Fireworks 3 4 
Firearms 5 23 21 
Explosions 12 
Sharp objects 2 161 75 56 
Blows and falls 4 87 116 57 
Chemical burns 1 4 5 7 
Heat burns 14 5 6 
Foreign body 12 24 27 
Not specified 

and others 3 47 33 18 


Totals 10 353 306 204 


Over Age 
30-39 40-49 50-59 60 Unknown Totals 
16 
7 
12 10 10 3 84 
12 6 5 1 1 62 
40 42 41 69 486 
72 73 72 132 2 615 
7 7 5 6 42 
5 9 9 5 53 
18 20 18 37 156 
12 27 25 31 196 


178 194 185 284 3 1717 
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falls were incurred more frequently above the 
age of 30, with the greatest incidence in the 
age group of 60 (27.2 per cent). Hogan,? in 
an article on Ocular Contusion, in 1952, did 
not give any definite percentages but stated 
that this type of injury was not common 
either in civilian or military life. Thorne,* in 
a series of 367 blinded servicemen, reports 
40.1 per cent of all injuries were caused by 
contusions. 

Cross tabulation of the causative agent and 
the site of the lesion did not show any signifi- 
cant trend. Fireworks either damaged the 
cornea or severely injured the eyeball. Fire- 
arms and explosions usually resulted in mul- 
tiple injuries. Sharp objects and burns dam- 
aged the anterior segment of the eye. Blows 
and falls more often damaged the posterior 
segment. Almost all of the injuries to the 
extra-ocular muscles and orbit were caused 
by blows and falls. 

A definite history of the person’s activity 
when injury was incurred was obtained in 
only 1,185 cases. Almost 50 per cent of these 
injuries were during play or sport. As it would 
be expected, injuries from BB shots, fireworks 
and firearms were almost all at play or sport. 
Of explosion injuries 24.2 per cent were due 
to playing with dynamite caps, shells, or rail- 
road torpedoes. Fifty per cent of the injuries 
in traffic were from blows and falls. Chemical 
burns, with the exception of two cases claim- 
ing physicians had burned their eyes with 
medicine, were incurred about equally during 
household and occupational duties. Sixty-four 
per cent of heat burns occurred in the house. 
More than 50 per cent of injuries due to 
foreign bodies were occupational. 


Table 5 shows the relation between in- 


TABLE 5 
ONE OR BOTH EYES INJURED AND THE CAUSES 


One Eye Both Eyes Sympathetic 

Type Injured Injured Ophthalmia 
BB shot 16 
Fireworks 6 1 1 
Firearms 39 45 5 
Explosions 27 35 4 
Sharp objects 474 12 40 
Blows and falls 570 45 30 
Chemical burns 17 25 
Heat burns 30 23 1 
Foreign body 149 7 
Not specified 

and others 188 8 13 
lotals 


1516 201 102 
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TABLE 6 


THE CAUSE OF INJURY AND RESULTING VISUAL 
ACUITY IN THE INJURED EYE, OR THE BETTER 
EYE, IF BOTH WERE INJURED 


> 
Type FAN RA no 
BB shot 16 9 7 
Fireworks 7 2 3 2 
Firearms 4 2 2 33 47 
Explosions 62 + 22 36 
Sharp objects 486 30 12 239 196 9 
Blows and falls 615 50 27 373 161 4 
Chemical burns 42 14 3 16 9 
Heat burns 53 12 3 29 9 
Foreign body 156 34 6 61 53 2 
Not specified 
and others 196 10 7 86 86 7 
Totals 1717 154 64 871 606 22 


juries of one or both eyes, also the number 
of cases of sympathetic ophthalmia. One eye 
only was injured in 88 per cent of our series, 
and 11.7 per cent were injured in both eyes 
at the same time. There were 85 persons who 
received injuries to each eye separately on 
different occasions. Snell* reported a series of 
824 eye injuries in Illinois industry. In his 
series, there were 93.8 per cent who had injury 
to one eye and 6.2 per cent to both eyes. 


The resulting vision in one and in two eyes, 
as related to the causative agent, was studied 
as shown in table 6. It must be understood 
that the very poor visual results these tables 
show are because minor injuries were not 
included in this study. There must have been 
many other injuries in these 16,306 cases 
which were not mentioned in the reports. It 
would be ridiculous to state that 95 per cent 
of all injuries caused by BB and fireworks 
resulted in blindness. There are, of course, a 
great many injuries from these causes that 
are less severe. It is interesting to note, how- 
ever, that of 1,322 cases blinded in one eye 
by injury, 16 were caused by BB guns and 5 
by fireworks, both of these causes being pre- 
ventable. Injuries from foreign bodies and 
burns appear to cause the least damage to 
the visual acuity. 


The list of unusual types of accidents in 
table 7 are shown merely to prove that “any- 
thing can happen.” A thought provoking case 
of interest revealed that a man blinded in 
one eye by a blow from a bottle was struck by 
the same assailant 10 years later, knocking his 
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TABLE 7 
UNUSUAL TYPES OF INJURIES 


1. Tabulated Under “Household Activities” 27 
Hot iron 
Table fork 
Ice pick 
Scissors 
Button 
Apple 
Hot grease 
Hot jelly 
Liniment 
Starched cuff 

. Tabulated Under “Sports and Play” 22 
Bean shooter 
Fishing pole 
Fishing hook 
Balls 

Softball (1) Football (1) Baseball (2) Bat (1) 5 
Slingshot 1 
Arrows 2 
Toys 2 
Brass knuckles 1 
Billiard cue (20 years later, hit in other eye with 

a bottle; struck by same man both times.) 1 
Tabulated as “Other Types’ 33 
Animal: 

Cat scratch 

Dog bite 

Cow tail and horn 

Mule, calf kick 

Hen, bird peck 
Insect: 

Spider bite 

Wasp or bee sting ) 
Broken glasses 4 
Fingernail scratch 6 
Weeds and cockleburs 2 
Tornado 2 
X-ray and radium 4 


~_— 


wenn we 


remaining eye out with the same type of 
weapon. The same curiosity occurred in the 
case of a man hit with a billiard cue in one 
eye being blinded in his other eye 20 years 
later by a blow from a bottle in the hands of 
the same man who inflicted the first injury. 
It is surprising to note the small number of 
serious injuries due to breaking of the per- 
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son’s own glasses. Certainly seven or eight 
thousand of the persons in this series must 
have worn glasses at least a part of the time, 
yet only four cases were recorded as having 
severe injuries from the breakage of glasses. 
However, even those few eyes could have been 
saved by the use of hardened or plastic lenses. 
Probably a much larger number of eyes were 
saved by the protection glasses gave them. In 
private practice, we see quite a few injuries 
due to finger-nail scratches. Yet, in this series 
few such injuries were reported. This might 
be explained on the basis that very few of 
such injuries result in permanent damage. 


Summary 


A review of 1,717 cases of eye injuries has 
pointed out many interesting facts. The most 
striking of these were: (1) the male is more 
commonly injured; (2) the Negro race pre- 
dominates in eye injuries; (3) the decade from 
30 to 39 is the safest insofar as eye injuries are 
concerned; (4) the 1 to 9 decade is most 
dangerous for sharp objects; (5) the male is 
more frequently injured by firearms and ex- 
plosions than the female; and (6) the female 
is more frequently injured by sharp objects 
and burns than the male. These statistics 
could certainly have been analyzed further 
and even more enlightening information 
brought out. Education and care as preven- 
tive measures, along the lines pointed out, 
could result in less suffering and misery and 
much less visual loss. 
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Injuries of the Extremities: The Most 
Common Among Motoring Casualties 


JACOB KULOWSKI, M_D.., St. Joseph, Mo. 


This evaluation of injuries sustained in automobile accidents is timeworthy and points 


the way to greater safety for the rider. 


NUMERICALLY, injuries of the extremities are 
the most common mechanical ones encoun- 
tered by doctors. Yet, oddly enough, very lit- 
tle consideration has been given to this sub- 
ject from the standpoint of the source of the 
forces which produce these lesions. This is es- 
pecially true of those injuries of the extremi- 
ties which occur to motorists under automo- 
tive crash conditions. Since there is an in- 
creasing awareness of motoring injuries in 
general, especially from the standpoint of 
their possible reduction, it seems essential for 
medical groups to help in the accumulation 
of valid data toward that end. A good start- 
ing point is provided by injures of the ex- 
tremities in motorists, which are the most 
common lesions resulting from crash decel- 
eration and/or upsets. Relevant data is based 
on a series of 661 survivors* of motoring 
accidents. 


Of these cases, 399 or 60 per cent, received 
injuries to their extremities. All age decades 
through the ninth were represented among 
them. The greatest number of persons (92) 
were in the third decade. The sexes were in 
general, about evenly divided. Males _pre- 
dominated however in the third, fourth and 
fifth decades. 


Etiology 


Forces productive of crash injuries are 
initiated in the external automotive environ- 
ment and mediated through the structural be- 
havior (deformation and/or collapse) to the 
internal automotive environment. The mag- 
nitudes of the force externally are dependent 
chiefly upon the speed (squared). Internally, 
such factors as source (impact areas), direc- 
tion, duration, and area of the body acted 
upon, in addition to magnitude, influence 


*From the files of the Missouri Methodist hospital, late in 
1949 through 1954. 


the frequency and degree of injury. The 
question resolves itself to the limits of the 
factors of safety of the human body versus the 
mechanical variables which exist under crash 
conditions (Table 1). However, the major- 
ity of principle impacts are due to forward 
types of collisions. It is to be noted that sim- 
ilar types of lesions are produced by the 
mechanical variables, which stress the univer- 
sality of force. 


This is fortunate because it makes it un- 
necessary for investigators to attempt to re- 
produce every kind of impact experimentally. 
Basic researches initiated and continued at 
the University of California (Mathewson and 
Severy;' Roth),? are forward types of full 
scale barrier ones as are those of White* of 
Motor Vehicle Research. Ingenius devices 
simulating forward crashes have been de- 
veloped by Dye* of the Cornell Automotive 
Crash Injury Research. Most recently, the 
Ford Motor Company has initiated similar 
researches (full scale crashes, Haynes).5 


It has been established, both on mathe- 
matical and experimental grounds, that the 


TABLE 1 
PRINCIPAL IMPACTS AND NATURE OF INJURY* 


Soft Tissue 
Mechanism of Crash Forces Injury Fracture 
Forward vehicular collisions 37 42 
Ejected from vehicle 22 
Roll-over 15 
Ran off road 
Hit from side 


Collision with fixed object 
Lost control 
Rear-end collision 


*There were only two mechanical failures (rear tire blow- 
outs). The great number of vehicular crashes focuses attention 
upon driver proficiency or lack of it. Four train collisions are 
included in the side impacts. The seriousness of forcible ejec- 
tion from the vehicle derives from being runover or pinned 
under wreckage. Here, crushing rather than impulsive forces 
are operative. 
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forces generated in automobile crashes are 
of a high order even under relatively slow 
speeds in the external automotive environ- 
ment. On the inside, the situation, due to 
the shorter decelerative distances operative 
upon bodily areas, forces may reach fantastic 
levels (hundreds of g’s ((gravities)) within a 
matter of milliseconds). Therefore, forces ap- 
plied over wider areas of the body through 
longer periods of time and/or decelerative dis- 
tances are less harmful than are those the re- 
verse of this condition. 

Basic researches regarding isolated muscles, 
tendons and parts of bone are scarce. More 
has been done with tensile strengths of such 
bones as the femur, under both dead or static 
and dynamic loadings. Under the latter con- 
ditions about 400 inch pounds can produce 
fracture. About three times that amount is 
necessary under static loadings, (Pedersen,® 
Lissner? et al). Tests made on the shoulder 
under the auspices of the American Society 
of Safety Engineers are of interest. An aver- 
age force of 170 pounds was needed to frac- 
ture the acromion or coracoid process. Ninety 
pounds dynamically applied could pull the 
immediate ligaments loose. A force of 150 
pounds for the denuded joint, and a force of 
300 pounds for the intact joint itself was need- 
ed to cause fracture. The strength of the 
intact joint was found to tolerate a force of 
2700 pounds (a total of 32 g’s on the whole 
body). 

Since the relationship of occupants to im- 
pact areas (injury potentials) helps to de- 
termine the frequency and degree of injury 
sustained, table 2 establishes the seating in 
the respective crash vehicles in this series of 
cases. The vast majority of these were in 
the front seat, predominantly on the driver 
side, which substantiates the time honored 
assumption that the back seat is the safest 
one in the car (three times more so according 


TABLE 2 


DISTRIBUTION OF OCCUPANTS 
(399 MOTORIST CASUALTIES) 


Seating Total Per 
Male FemaleNumber Cent 
Driver 129 44 173 43 
Front seat 38 95 133 33 
Rear seat 5 17 22 6 
Unclassified 30 41 71 18 


202 197 399 100 
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TABLE 3 


CONCURRENT BODILY INJURIES IN ADDITION To 
THOSE OF THE EXTREMITIES 


Concurrent Injury Total Number 


Head 144 
Face 139 
Chest 112 
Trunk $7 
Neck 31 
Pelvis 10 
Abdomen 17 
Multiple 37 


to Moore’ of Cornell). Male drivers were in- 
volved three times more frequently than fe- 
males. The condition was reversed in re- 
spect to the riders in the right front seat. 


Pathologic Anatomy 

Seventy-nine persons (20 per cent) had le. 
sions of the extremities alone. The remain- 
der received additional injuries elsewhere, ta- 
ble 3. The frequency rates of the latter from 
the standpoint of bodily areas affected paral- 
leled that already established for the series 
(661 cases) as a whole. 

Thirty-three per cent of those with injuries 
to the extremity alone (26 persons) had more 
than one extremity involved. In this small 
group, however, skeletal lesions were two 
times more frequent than were those of soft 
tissue, with eight compound fractures among 
the former. Fractures were about evenly di- 
vided between upper and lower extremities; 
while soft tissue injuries (in the entire present 
series) were three times more frequent in the 
lower extremities. 

Fifty-four per cent of the lesions were topi- 
cal ones or soft tissue in nature (Table 4), be- 
ing lacerative, abrasive and contusive, most 
commonly the latter. Forty-six per cent of 
the lesions were skeletal or fractures. The 
ratio of soft tissue to skeletal lesions is of 
interest, the peak being in the region of the 
knee joint, with the shoulder joint a close 
second. Some of the discrepancies, are ac 
counted for by the fact that soft tissues not 
infrequently absorb excessive energies and 
have a sparing action on the related skeletal 
structures. However, in regard to the knee 
joint it should be remembered that injuries 
such as fracture dislocations of the hip joint 
and fractures of the femoral shaft also result 
from knee-dashboard impacts through trans 
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TABLE 4 


PATHOLOGIC ANATOMY: FREQUENCY OF PORTIONS 
OF EXTREMITIES INVOLVED AND TYPE OF 
INJURY SUSTAINED 


Portion of Soft Tissue Skeletal Total 


Extremity Injury Injury Number 
Shoulder 35 54 a9 
Arm 23 19 42 
Elbow 15 13 28 
Forearm 10 16 26 
Wrist 6 16 22 
Hand 27 Q 36 
Total 116 127 243 
Hip 14 17 31 
Thigh 27 26 53 
Knee 98 35 133 
Leg 45 22 67 
Ankle 9 29 31 
Foot 6 15 21 
Total 199 137 336 
Grand Total 315 264 579 


mitted forces. These tend to cancel out some 
of the apparent tolerance of this area to im- 
pacts. Injuries to the extremities also focus 
attention upon the importance of pre-impact 
attitudes and positions of car occupants dur- 
ing crashes. Moreover, the flailing lesser 
masses of the extremities pose some questions 
regarding prophylaxis. Under experimental 
conditions (Stapp)® the extremities are secure- 
ly tied; a condition hardly suited or desired 
for occupants of cars. 


Fractures 


Table 5 establishes the almost equal divi- 
sion of the skeletal injuries between the up- 
per and lower extremities, and the relatively 
low incidence of dislocations. The latter are 
practically limited to the shoulder and hip 
regions. The relationship between knee-dash- 
board impacts and dislocation and/or frac- 
ture dislocation of the hip joint is well 
known. More recently, Urist!® pointed out 
how frequently these injuries occurred in 
Jeep accidents. Sonnenschein! has pointed 
out that the modern design of the front seats 
actually juxta-opposed the knees to the dash- 
board of the car’s interior. All the disloca- 
tions were isolated lesions, while fractures 
frequently affected two or more extremities. 
Most of the fracture dislocations of the hip 
resulted from forward types of collisions. 
Three of four dislocations of the hip were in 
drivers; as were seven of ten fracture-disloca- 
tions of the same joint (2 were in the occu- 
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pants of the right front seat and | in the back 
seat also). Twenty-one of the 29 dislocations 
occurred in males. Two-thirds occurred in 
drivers. 

Among the 20 people with compound frac- 
tures, 13 were males, chiefly drivers. Frac- 
tures of the upper and lower extremities oc- 
curred about equally among drivers, right 
front seat and back seat passengers. However, 
the frequency rates among drivers, front and 
back seat passengers and unclassified occu- 
pants were 49, 65, 68 and 46 per cent re- 
spectively. Drivers were more vulnerable to 
fractures of the upper extremities. The rela- 
tionships between structure and _pre-impact 
attitudes were sometimes quite distinctive in 
regard to the nature of the fractures which 
were received. Thus, some fractures of the 
feet and ankles resulted from attempted 
bracing during impacts. Several femoral 
shaft fractures occurred in this manner from 
forces ad longitudinum as the individuals’ 
failure to accomplish bracing slid them for- 
ward (even in the back seat) to knee-floor 
impacts. Knees also struck the steering post 
and emergency brake handle. Ankles became 
entangled with floor controls. Crossed 
knees served to cause an impact of legs against 
dashboards. A few bizarre injuries resulted 


TABLE 5 
FREQUENCY OF FRACTURES AND DISLOCATIONS* 


Bone Fracture Dislo- Total 
Involved Simple Compound cation Number 
Clavicle 30 0 6 36 
Scapula 12 0 0 12 
Humerus 2 3 5 25 
Radius 30 3 0 33 
Ulna 33 4 0 37 
Wrist 1 0 0 1 
Hand 9 2 1 12 
Total 142 12 12 166 
Femur 26 2 14 42 
Patella 26 8 0 29 
Tibia 15 8 i 24 
Fibula 16 6 0 22 
Ankle 21 3 0 24 
Foot 18 0 P 20 
Total 122 22 17 161 
Grand ‘Total 264 34 29 327 


*Three humeral and one fracture dislocation of the hip were 
complicated by radial and sciatic nerve injuries respectively. 
There was one upper epiphyseal separation (humeral). Clavi- 
cular dislocations include one medially. There were 4 simple 
dislocations and 10 fracture dislocations at the hip. There 
was one tibial dislocation at the knee. All humeral dislocations 
were at the shoulder. Hindfoot dislocations included one 
astraguloscpahoid and one astragulocalcaneal. 
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from arms being hooked through arm straps 
(one almost avulsed). The “window ledge 
elbow fracture” has been well publicized. 


Pathologic Findings 


These are based on 28 motorist fatalities 
which came to autopsy.* These have been 
described in detail elsewhere. There were 
94 fractures in these subjects, of which 32 af- 
fected the extremities (6 were compound). 
Internal injuries represent perhaps the sever- 
est criteria regarding bodily reactions to 
crash forces. All fatalities showed some de- 
gree of these. Among the chief bodily cavi- 
ties involved, intracranial, intrathoracic and 
abdominal, chest injuries rather than head 
injuries, seemed to be the major cause of 
death in motoring casualties. A study of 
these deaths emphasizes the differentiation 
between primary and secondary injuries and 
complications, as well as the cause of death. 

Mortality statistics help to outline the chief 
areas of therapeutic efforts and responsibili- 
ties. About 15 per cent of all crash victims 
die immediately or at the scene of accident 
(Moore).8 This involves considerations of 
survival of the crash chiefly of an engineer- 
ing nature, and will be mentioned again be- 
low. The vast majority die within 48 hours 
after admission to the hospital (about 70 per 
cent), many on arrival or shortly afterward. 
This would seem to implicate first aid and 
emergency care. It is shocking to realize that 
first aid has become almost extinct. The 
same lack of humanitarian principles ap- 
parently sometimes pervades the scene dur- 
ing movements of patients in the hospital as 
well. Delayed deaths focus attention upon 
definitive care, which need not concern us 
in this discussion. 


Immediate Care of the Injured 

First aid and emergency care warrants 
some discussion. There is a real need for 
revised simplified methods of splinting, suit- 
able for lay application. I suggest that med- 
ical groups and splint manufacturers aim in 
that direction. Secondly, Red Cross and Civil 
Defense Authorities should sponsor and _ re- 
activate interests in the newer methods of 
first aid, concentrating upon three groups of 
individuals: truck drivers, bus drivers and 


*From the files of the University of Kansas Medical Center, 
and the Missouri Methodist and St. Joseph Hospitals. 
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ambulance attendants (who are practically 
always available) at the scenes of accident. 

By the same token, the need for similar ac- 
tion in hospitals (especially in admission and 
emergency rooms), most particularly in re. 
gard to traction devices, is no less urgent. 
The “sense of life’s simplicity and nobility” is 
nowhere better illustrated than as it relates 
to first aid and emergency care of traffic vic- 
tims. Let us not lose this stimulating chal- 
lenge. More specifically, emergency care (in 
addition to proper, prompt and efficient 
splinting and traction) must include atten- 
tion to shock, adequate pulmonary ventila- 
tion, and possible cardiac arrest. All of these 
requisites are being discussed, of course, in 
relation to injuries in general, but do need 
special emphasis regarding the ever increasing 
number of traffic injuries. 


Fortunately, while injuries of the extremi- 
ties are the most common ones encountered, 
they are seldom lethal in themselves. How- 
ever, therapeutic policies and attitudes in re- 
gard to these lesions often sets the subsequent 
standards for care of the patient as a whole, 
by precept and example, as well as by facili- 
tation and handling of the patient through- 
out his entire convalescence. No other type 
of injury perhaps gives such opportunities 
for a continuous smooth therapeutic opera- 
tion from injury to recovery. The active and 
specific treatment of all traffic injuries will 
always be the basic responsibility of medicine 
and surgery. 

Prophylaxis 

The increasing complexity of the problem 
of motoring safety is demanding more of 
doctors than treatment alone. Two other 
spheres of action and thought are available 
to us,—safety before crashing and survival 
under crash conditions. That of recovery 
after a crash has always been our special field 
of endeavor. There are, therefore, three 
major aspects of the problem, in each of 
which medical contributions should be made. 

Motoring safety is dependent upon driver 
proficiency, good roads and safety perform- 
ance of the car. Medical groups must concen- 
trate more attention upon driver licensure, 
through better physical, and mental standards, 
which administrators can rely upon. At the 
same time, as plain citizens, we can encourage, 
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demand and get better highways and the 
safest operating cars possible. 

Survival during crash conditions and/or 
upsets is Now receiving the bulk of the at- 
tention, but should always be integrated with 
the other two facets of the problem as a 
whole. However, this phase exemplifies the 
changing attitudes toward motoring safety 
more than any other one. This state of 
change may cause confusion, unless the idea 
of integration is never lost to sight. But no 
other facet seems to offer as much toward 
survival. Among the many suggestions being 
offered daily, several are outstanding with 
regard to making cars more crash-worthy. 
However, it should be remembered that un- 
controlled speed for the occupants en masse 
can never be made absolutely safe. 


Survival During Crash 


This calls for some adjustments in both 
automotive environments, external and _ in- 
ternal. Regarding the first, it involves con- 
siderations of structural factors of safety and 
speed. The simplest factor is that of re- 
ducing speeds to levels consistent with struc- 
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tural integrity or its energy absorptive abili- 
ties. For one reason or another this aspect 
of the problem always gets bogged down in 
a morass of inconsistent arguments between 
what makes up reckless and mere fast driving. 
For this reason, attention is drawn to the in- 
ternal environment. What can be done here? 


In the first place, the passenger compart- 
ment must have adequate strength to with- 
stand average forces because there is abso- 
lutely no safety in a collapsed cabin. Next, 
impact areas may be revised to make them 
more capable of absorbing energy. The in- 
jury potentials of the steering controls, dash 
and windsheld are undergoing intensive stud- 
ies at the present time. Finally, some type of 
safety restraint is called for, a safety belt or 
harness. It appears that (Stapp)® the body 
can withstand forces of declaration transmit- 
ted to it in this way up to almost 50 g’s (grav- 
ities). Belts are being supplied, at long last, 
by some manufacturers as optional equip- 
ment. The final outcome, along this line will 
depend upon public demand, and its cooper- 
ation in wearing safety equipment while un- 
derway. 


Prophylactic Use of Quinidine Follow- 
ing Myocardial Infarction’ 


JOHN A. BOONE, M.D.,ft and 


ANTHONY PAPPAS, M.D.,t Charleston, S. C. 


From the authors’ experience it would seem that the use of quinidine, in patients having a myo- 
cardial infarction, offers protection against ventricular arrhythmias and possible sudden death. 


THE ROUTINE ADMINISTRATION of quinidine, 
with the intent of preventing arrhythmias fol- 
lowing myocardial infarction, is mentioned in 
some textbooks on heart disease and in several 
papers, some of them based upon animal ex- 
periments.18 However, as one discusses the 


*This study was aided by grants from the South Carolina 
Heart Association and the U. S. Public Health Service. 

tFrom the Department of Medicine, Medical College of 
South Carolina, and the Medical Service of Roper Hospital, 
Charleston, S. C. 


tTeaching Fellow in Cardiology, Medical College of South 
Carolina, Charleston, S. C. 


management of myocardial infarction with 
experienced clinicians, one hears all shades of 
opinion from pessimism to enthusiasm with 
regard to the routine use of quinidine. 

A search of the medical literature for the 
past 20 years disclosed only two clinical in- 
vestigations bearing on the subject and these 
reached exactly opposite conclusions. In 1939, 
Borg® reported a marked decrease in mortality 
from sudden unexplained causes when quini- 
dine sulfate, 3 gr. three times daily, was ad- 
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ministered in a large city hospital to patients 
whom a previous study had indicated were 
especially prone to it. He felt that ventricular 
fibrillation may have been prevented in the 
majority of patients who otherwise would 
have had sudden unexplained death. In 1952, 
Cutts and Rapoport® investigated the routine 
use of quinidine following myocardial infarc- 
tion. Three different dosage schedules were 
used in three groups of patients, and the mor- 
tality was compared with that in three similar 
groups of controls. The overall mortality in 
the quinidine treated groups was 20 per cent 
and in the controls 22 per cent. They con- 
cluded no evidence was obtained to indicate 
that the routine use of quinidine influenced 
the mortality rate. 

Statistics on mortality from myocardial in- 
farction have varied rather widely in reported 
series. The age and sex of the patients, the 
severity of the infarction, embolic phenomena 
and other complications have all contributed 
toward these variations. If quinidine is useful 
following myocardial infarction, it should be 
so by preventing fatal arrhythmias. The mode 
of death in myocardial infarction is not always 
clear, but in the absence of clinical or autopsy 
evidence of shock, congestive failure, pul- 
monary or cerebral emboli, and rupture of the 
heart, it seems likely that arrhythmia, and 
particularly ventricular fibrillation, is the 
most probable cause of death. Simple cardiac 
standstill might also occur in the absence of 
other obvious cause, but it would seem very 
unlikely that quinidine would prevent it. 
Therefore, in two reasonably comparable 
groups of treated and untreated cases, a bene- 
ficial effect of quinidine should be evidenced 
by a reduction in gross mortality, and _par- 
ticularly by a reduction in the incidence of 
sudden unexplained death, unless cardiac 
standstill is a more frequent cause of this 
than most cardiologists heretofore have sup- 
posed. 


Material 


Since evidence of the usefulness of prophy- 
lactic quinidine appeared to be both meager 
and controversial, we undertook the review of 
200 cases of coronary thrombosis from the 
records of Roper Hospital, and analyzed them 
to compare the results in those who received 
quinidine therapy and those who did not. In 
10 cases the records were not considered suf- 
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ficiently complete for analysis. These were 
excluded from the study, leaving 190 cases of 
undoubted coronary thrombosis as determined 
by unequivocal electrocardiographic evidence 
in all, and clear-cut clinical and autopsy find- 
ings in many as well. They were cases from 
both the public wards and the private practice 
of many different attending physicians. Quini- 
dine dosage varied from 0.2 Gm. three times 
daily (8:00 a.m., 12:00 noon and 4:00 p.m.) 
to 0.4 Gm. every two hours. In many cases it 
obviously had been ordered after an arrhyth- 
mia had appeared, so that from that stand- 
point the study may be somewhat weighted 
against the prophylactic use of the drug. In 
no case in which quinidine was used was the 
interval between doses longer than four hours 
except at night. 

The age and sex of the patient, together 
with the severity of the attack, are known’? to 
influence the mortality following coronary 
thrombosis. In table 1, the patients who re- 
ceived quinidine and those who did not are 
compared from these standpoints. 

It will be seen that more severe infarctions 
occurred in the treated group than in the 
untreated, and that there were more males in 
the treated group. On the other hand, there 
were somewhat fewer patients over 60 years 
of age in the treated group than the un- 
treated. We believe, therefore, that the two 
groups are reasonably comparable for evi- 
dence of benefit or lack of it from quinidine 
therapy. 


Results 


‘There were 54 deaths among the 190 pa- 
tients, an over-all gross mortality of 28 per 
cent (Table 2). As a matter of interest we 
also ascertained the effect of anticoagulant 


TABLE | 


PATIENTS COMPARED AS TO AGE, SEX AND SEVERITY 
OF ATTACK 


Quinidine (63 Cases) No Quinidine (127 Cases) 


dge 
Over 60 years 25 (40%) 58 (46%) 
Under 60 years 38 (60%) 69 (54%) 
Sex 
Males 5 (81%) 97 (76%) 
Females 12 (19%) 30 (24%) 
Severity 
1+ 5 ( 8%) 22 (17%) 
2+ 13 (21%) 42 (33%) 
3+ 20 (31%) 30 (24%) 
4+ 25 (40%) 33 (26%) 
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TABLE 2 The Various Arrhythmias 
RESULTS 
be It is apparent that ventricular arrhythmias 
me Deaths Mortality were recorded electrocardiographically in near- 
; (Per Cent) ly half of all patients (Table 3). Ventricular 
190 myocardial infarction 54 28 bility. and } 
21 23 irritability, and hence predisposition to ven- 
100 received 20 anticoagulants 33 33 tricular fibrillation, might well be assumed to 
63 received quinidine 10 16 exist in nearly all patients with an acute myo- 
127 received no quinidine 44 35 . 


36 sudden, unexpected death, presumably arrhythmia 
6 of these received quinidine, 10 per cent of quinidine treated 
30 of these received no quinidine, 24 per cent of untreated 


therapy upon mortality, as probably repre- 
sentative of its use in an average general hos- 
pital. Among the 90 patients receiving anti- 
coagulants, there were 21 deaths, or a 23 per 
cent mortality. Of 100 not receiving antico- 
agulants, 33 died,—a mortality of 33 per cent. 
This indicates a reduction in mortality of 
about one-third. It is interesting to compare 
these figures with those of Wright and his col- 
laborators!® who obtained in 1,031 cases mor- 
tality figures of 16 per cent and 23.4 per cent, 
also indicating a reduction of about one-third 
with anticoagulant therapy. 


The most striking result in our study is the 
difference in mortality between the group 
who received quinidine and those who did 
not. The figures of 16 per cent and 35 per 
cent respectively, represent a reduction in 
gross mortality of over one-half. This is about 
the same ratio as we found between the 10 
per cent of quinidine treated cases and 24 per 
cent of untreated cases who had sudden, un- 
explained death, presumably the result of 
arrhythmia. The figures seem even more sig- 
nificant when it is remembered that many of 
the quinidine treated cases were started on 
the drug after some arrhythmia developed. 
In three of the six sudden deaths occurring 
while on quinidine, the drug had been started 
after ventricular arrhythmias had appeared. 


TABLE 3 
RECORDED RHYTHMS IN 190 CASES 


Premature ventricular beats il 
Ventricular tachycardia 


Ventricular fibrillation 1 
Total ventricular arrhythmias 80 
Auricular fibrillation 12 
Mixed arrhythmias, conduction defects, etc. 10 
Total arrhythmias “102 
Normal sinus rhythm 88 
“190 


cardial infarction. 
Discussion 


If the paper of Cutts and Rapoport® is read 
carefully, there appears to be a suggestion that 
the dosage of quinidine might be an impor- 
tant factor. Twenty patients received 0.4 Gm. 
doses and 25 patients 0.6 Gm. doses, the doses 
in all being spaced eight hours apart. There 
were four sudden deaths among the 45 treated 
patients and none among the 45 controls. 
Among a larger group of 66 patients receiving 
0.2 Gm. four times daily there was only one 
sudden death, while among 55 untreated con- 
trols there were three instances of sudden 
death. 


There is no indication in either study that 
small doses of quinidine will prevent all fatal 
arrhythmias, but ventricular arrhythmias are 
probably more easily prevented than cured, 
and the figures in both studies suggest that 
even suboptimal use of the drug may be ca- 
pable of reducing the over-all mortality by 
better than 50 per cent. We believe that the 
best dosage schedule from all standpoints is 
0.2 Gm. every three hours during the patient's 
waking hours. By this means a small continu- 
ous blood level is maintained during the day 
and sufficient cumulation occurs to afford 
some protection during sleep. Since patients 
wake frequently, further administration dur- 
ing the night is possible. Enteric-coated prepa- 
rations before sleep are another possibility to 
be considered. 

Prophylactic quinidine therapy is a method 
that can be about as easily employed in the 
home or small hospital as anywhere, and is 
thus far more generally applicable than are 
methods for preventing embolism and com- 
batting shock. 


Summary 


1. The effect of the use of quinidine and 
anticoagulants on the mortality following myo- 
cardial infarction was studied in the records 
of 190 patients in a general hospital. 
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2. Of 190 patients, 54 died, a gross mortality 
of 28 per cent. 

3. Of 90 patients receiving anticoagulants, 
21 died, a mortality of 23 per cent. Of 100 
untreated, 33 died, a mortality of 33 per cent. 
The reduction in mortality with anticoagu- 
lants was approximately one-third. 

4. Of 63 patients receiving quinidine, 10 
died, a mortality of 16 per cent. Of 127 pa- 
tients untreated, 44 died, a mortality of 35 
per cent. The reduction in mortality with 
quinidine was approximately one-half. 

5. It is suggested that the routine prophy- 
lactic usage of quinidine sulfate in dosage of 
0.2 Gm. every three hours while awake may 
be an effective means of reducing the mor- 
tality from myocardial infarction. 
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Acute Doriden Intoxication: 


HUBERT H. BLAKEY, M.D., THAD BARRINGER, M.D.,f and 


OTTO BILLIG, M.D., Nashville, Tenn. 


WITH THE ADVENT of new drugs and their ex- 
tensive use overdosage is apt to occur. The 
reporting of such cases adds to our knowl- 
edge of these compounds. The purpose of this 
paper is to present a case of acute Doriden 
intoxication occurring in a suicidal attempt. 

Doriden, alpha-ethyl alpha-phenyl glutari- 
mide, a white crystalline powder, has the struc- 
tural formula as in figure 1. The drug has 
been used clinically as a sedative, a tranquil- 
lizing agent in anxiety and tension states,? a 
mild hypnotic in elderly patients, and an anti- 
convulsant.2, The recommended therapeutic 
dose is 0.25 to 0.5 Gm. In both animal and 
clinical studies! it has been observed to have 
depressant action on central and autonomic 
nervous systems and hypnotic action like 
phenobarbital. In moderate doses in dogs 
Doriden produces a diminished level of re- 


*From the Department of Psychiatry, Vanderbilt University 
School of Medicine, Nashville, Tenn. 

+U. S. Public Health Service Fellows in Psychiatry, Vander- 
bilt School of Medicine. 


sponsiveness to external stimuli which pro- 
gresses to deep hypnosis in large doses. It is 
reported its action differs from barbiturates 
in that the animal can be roused from sleep 
more easily. There is no slow wave forma- 
tion in the EGG,? and withdrawal produces 
no withdrawal symptoms. No diminution of 
manual dexterity or mental acuity on thera- 
peutic dosage is reported. Respiratory func- 
tion, blood pressure, and pulse are said to be 
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undisturbed; and the hematopoietic and he- 
patic systems have shown no abnormality. 
Toxic reactions reported are nausea and skin 
rash, but these are minimal. 


The LD 50 in rats has been given as 630 
mg. per Kg., which translated into doses for 
a 70 Kg. man is eighty-eight 0.5 gram tablets. 
In therapeutic doses an effect is noticed in 
one-half hour, reaches a peak in 2 to 3 hours, 
and lasts 5 to 6 hours.? 


Case Report 


A 39 year old white woman was hospitalized on the 
Vanderbilt University Hospital psychiatric ward on 
April 2, 1955, with the diagnosis of psychoneurosis. 
One month prior to this admission she had been hos- 
pitalized on a medical ward in Vanderbilt University 
Hospital where no physical abnormalities were found, 
and her blood pressure ranged from 100/60 to 120/55, 
with 110/60 being the most frequent reading. 


On admission she was found to be a rather small 
individual, weighing 94 pounds, and being 6334 inches 
in height. On the twenty-second hospital day she 
took an overdose of Doriden. At this time she had 
been receiving 1.0 mg. of Serpasil daily and five units 
of regular insulin twice daily one-half hour before 
meals, The last insulin had been given 17 hours prior 
to the overdose of Doriden. 


The patient lost consciousness at 10:30 a.m. She had 
eaten breakfast and had been fairly active until ap- 
proximately 10:20 a.m. when she was observed by the 
attendant to be drowsy. She was comatose by 10:30 a.m. 
Eventually, a purse containing thirty 0.5 Gm. tablets 
was found in her room. Later she stated she had taken 
“more than a dozen—about a handful.” We estimate 
she took approximately twenty 0.5 Gm. tablets. 


On examination at 10:30 a.m. she was unresponsive 
to painful stimuli, but the color was good, and the 
skin was warm and dry. The pupils were widely di- 
lated, regular, and reacted very poorly to light. The 
left eye was deviated outward, there was no nystagmus, 
and corneal and gag reflexes were absent. Extremities 
were flaccid, but the deep tendon reflexes were bi- 
laterally equal and active. There was no clonus and 
the Babinski reaction was not present. The blood 
pressure was 98/60, pulse 110, and respirations were 24. 


Coma. The patient was comatose for approximately 
24 hours. At six hours she responded transiently to 
painful stimuli but not again until 20 hours. In 
22 hours she moved spontaneously, and in 25 hours 
began to respond to some questioning. At 28 hours 
she sat up in bed, apparently was fully responsive, and 
the strabismus had disappeared. For the next 12 to 14 
hours she was drowsy and slept intermittently. Urinary 
output was satisfactory at all times. 


Blood Pressure. This began to fall slowly following 
the loss of consciousness and within 30 minutes was 
10/50. This was unchanged by placing her in the 
Trendelenburg position and by administering 0.5 cc. 
of ephedrine intramuscularly. After one hour 1000 cc. 
of 5 per cent dextrose, with 3 cc. of 1 per cent Neo- 
synephrine added, was started intravenously. The blood 
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pressure rose to 100/70. As long as this was continued 
the blood pressure was maintained above 100 mm. 
systolic; but after 12 hours, when this was discontinued, 
an immediate fall to 80/45 occurred. Upon again be- 
ginning this treatment 30 minutes later, blood pressure 
Tose to levels above 100 systolic. At 23 hours this was 
once again discontinued, and for the next three hours 
a systolic pressure of 90 to 100 was maintained. No 
more intravenous medication was given. However, at 
26 hours the blood pressure fell to 85/50, and 0.5 cc. 
of Neosynephrine was given intramuscularly with an 
immediate rise to 125/80. Because of a similar fall to 
80/50 at 28 hours | cc. of Neosynephrine was again 
administered intramuscularly with an immediate rise 
to 140/80. Thereafter, the systolic pressure remained 
between 90 to 100. The patient was kept in the Tren 
delenburg position for the following 20 hours (Fig. 2). 

Respiration. Respirations were of good depth, and 
for the first 23 hours ranged from 18 to 24 per minute. 
After 23 hours the respirations fell to nine per minute 
with periods of apnea lasting seven to eight seconds, 
but this was not Cheyne-Stokes respiration. This 
bradypnea occurred as the patient was beginning to 
respond and as she attempted to remove her 
pharyngeal airways. It is thought to be related to the 
latter rather than directly to the drug. A similar epi- 
sode recurred four hours later as she was awakening. 
These episodes lasted only five to ten minutes each. 
At no time was there any evidence of pallor or 
cyanosis. 

Pulse. At the initial examination the pulse was 110 
and regular. Within five minutes it fell to 60, but as 
blood pressure fell, it increased and remained in the 
range of 90 to 120 per minute throughout the entire 
episode. 

Laboratory Studies. Blood sugar, CO,, clotting time, 
and prothrombin time were within normal limits dur- 
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ing the period of coma; blood salicylate and bromide 
levels were not elevated. 


Treatment. Therapy included gastric lavage 30 min- 
utes following loss of consciousness, pharyngeal airway 
and suction during the deepest levels of coma, indwell- 
ing urinary catheter, frequent turning, 3500 to 4000 
cc. of intravenous fluids, and procaine penicillin 300,- 
000 units daily for three days. In addition to the 
Neosynephrine and ephedrine noted above, she re- 
ceived | cc. of caffeine benzoate intramuscularly hourly 
for three hours on the second day as she was begin- 
ning to respond. At six hours she was given 10 mg. 
of Benzedrine Sulfate intravenously, and 20 mg. was 
added to the intravenous drip of 5 per cent dextrose 
containing 3 cc. of Neosynephrine. 


Discussion 


An important aspect of this case was the 
presence of persistent hypotension with respi- 
ration unaltered. The blood pressure fell to 
hypotensive levels rather rapidly and was 
maintained at adequate levels only by con- 
tinuous intravenous Neosynephine. An at- 
tempt after six hours to discontinue this vaso- 
pressor was followed by a fall in blood pres- 
sure. It was learned, while this paper was in 
preparation, that a patient who had taken 40 
0.5 Gm. tablets of Doriden expired in a ter- 
minal hypotensive episode.* 

In our patient, the respiratory rate never 
fell below 18 per minute during her coma 
except transiently as she began to respond. 
This apnea and irregularity of rate occurring 
23 hours after loss of consciousness was felt 
to represent a lightening of her state of coma. 
Caffeine benzoate was given four hours later, 
not because of any respiratory difficulty, but 
in an effort to hasten recovery from the semi- 
stuporous state. 
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The patient complained of headaches and 
generalized abdominal pain on the second day 
after ingesting the Doriden. However, she had 
had similar complaints on many occasions 
prior to the ingestion of the drug. There was 
mild nausea but no vomiting. Though she 
had several loose stools, there was no severe 
diarrhea. On the third day gross twitching 
of her facial muscles was noted which stopped 
by the following day. Thereafter her re. 
covery was without incident. No skin rash 
was noted. There was no subsequent impair- 
ment of mental functioning. 

No affect was noted following the admin- 
istration of Benzedrine Sulfate. 


Summary 


A 39 year old woman ingested approximate- 
ly twenty 0.5 Gm. tablets of Doriden in a 
suicidal attempt. The following aspects are 
noted: 


1. Deep coma for 23 hours 


2. Marked hypotension ameliorated by in- 
travenous | per cent Neosynephrine 


3. Transitory paralysis of the left internal 
rectus muscle 


4. Transitory facial twitching during recov- 
ery period 
5. Full recovery 
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‘Too Much Doriden 


NORMAN BURNSTEIN, M.D., Jackson, Miss. 


THE Low toxicity of Doriden (glutaramide), 
an effective oral nonbarbiturate hypnotic re- 
cently developed by Ciba, is demonstrated in 
the following case history. 

L. K., a 38 year old man, was given 12 tablets of 
Doriden (and a small dosage of Serpasil, 0.25 mg. four 
times daily) on January 13, 1955, to relieve a severe 
tension state associated with the dumping syndrome 
following gastrectomy performed one year previously. 
Instructed to take one tablet of Doriden (0.5 Gm.) 


before retiring (repeating it after 30 minutes if neces- 
sary) the patient nevertheless consumed 10 tablets. 
When he failed to answer his sister’s telephone call 
one and a half hours after a previous call by her, I 
was summoned. On examination the patient's face was 
flushed and speech was thick and garbled. There was 
no complaint of pain or nausea. Temperature was 
98.6° F., blood pressure 130/80, and pulse 88. The 
pupils responded to light. No paralysis was noted and, 
except for some impairment in coordination of the 
extremities, no gross abnormalities were found. 
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[he patient was given orally caffeine citrate 2 gr., 
and hot black coffee every two hours, as well as 
10 mg. of Benzedrine Sulfate as a first dose and 5 mg. 
every three hours for a total of five doses. Within 
four hours the patient’s speech had returned to normal 
and he offered no complaints save for a severe pound- 
ing temporal headache (Benzedrine reaction?). When 
seen the next dav, physical and neurologic findings 


BILIARY DISEASES IN CHILDREN—French 175 


were normal, the patient was symptom free and ap- 
parently none the worse for his experience. 

In summary, five to ten times the recom- 
mended dose of Doriden was taken by a pa- 
tient without producing any serious untoward 
effects. 


The Surgery of Biliary Diseases 
in Children 


4 W. EDWARD FRENCH, M.D.,* Memphis, Tenn. 


a 

Biliary disease in children requiring surgical treatment is very infrequent. 

It has certain interesting aspects. 
. ALTHOUGH THERE HAVE BEEN NUMEROUS AR- further review of the literature, from 1938 
; TicLes in the literature pertaining to biliary through 1948, 30 additional cases were re- 


diseases in general, very little is reported con- 
cerning these conditions in children. In some 
v- respects this is understandable since there is 
very little difference in cases of cholecystitis 
in children and in adults. The frequency of 
cholelithiasis seen in young adults, who give 
a past history of symptoms of biliary disease 
during their childhood, leads one to specu- 
late that possibly the patient treated for 
tic cholelithiasis in middle age had the begin- 
ning of his disease while still young. There- 
fore, cholecystitis in the young may not be 
so uncommon. 


It is also reported that many surgical and 
pediatric authorities have had no _ personal 
experience or first-hand knowledge of a child 
with proven primary gallbladder disease.! 
Our contact with a few patients prompted 
us to study the cases encountered over a given 
period of time. 


- The most outstanding contribution in an 
all attempt to call attention to this subject was 
I by Potter in 1928 and again in 1938.2,# In a 
was thorough review of the literature it was found 
eA that 432 cases had been reported up to 1938. 
rhe Thirty-eight per cent of these cases occurred 
al, in children less than 5 years of age. In a 
oe *From the Department of Surgery, University of Tennessee 
College of Medicine, Memphis, Tenn. 


ported.'! Twenty per cent of the cases in this 
review were less than 5 years of age. 


Diseases of Gallbladder 


The etiology of biliary disease and the 
cause of gallstones in children remain just as 
obscure as in adults.! It is thought that several 
factors play a role in producing biliary dis- 
ease. They may be divided as follows: (1) in- 
fection, localized or systemic; (2) metabolic, 
altered cholestrol metabolism, changes in the 
constituents of bile, liver dysfunction; and 
(3) obstruction of the biliary passages. It is 
believed that biliary diseases in childhood 
are associated with acute infections.‘ How- 
ever, it is felt that many of the adult cases 
of biliary disease had their beginning in 
childhood following some systemic disease. In 
a recent report from the Mayo Clinic con- 
cerning gallbladder disease in young adults, 
five of the seven cases reported revealed 
definite evidence of gallbladder disease before 
the age of 15 and the remaining two prob- 
ably before that age.* 


Case Reports 


Case 1. E. H., an 8 year old white boy, was ad- 
mitted to the John Gaston Hospital with symptoms 
and signs of acute cholecystitis. A mass was palpable 
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in the region of the gallbladder. At operation a 
cholecystostomy was done on an acutely inflammed 
gallbladder which contained no stones. His post- 
operative course was uneventful. The child’s course 
has been followed for 10 years without further trouble. 


Case 2. I. K., a 10 year old white girl, was ad- 
mitted to the hospital with severe right upper 
quadrant pain and jaundice. She was treated con- 
servatively and within a few days the jaundice sub- 
sided. X-ray studies of the gallbladder revealed a non- 
functioning gallbladder, probably containing stones. 
The patient’s course has been followed for 8 years 
with numerous visits to the clinic with the same 
complaint. 


Case 3. D. K., a 10 year old colored girl, was ad- 
mitted. to the hospital in a moribund condition. 
Death followed shortly after admission. Autopsy re- 
vealed pneumonia as the probable cause of death 
and five large gallstones. Further questioning of the 
parents revealed evidence that the child had com- 
plained of upper abdominal pain for 3 years pre- 
viously. 

Case 4. O. L. C., a 7 year old colored girl, was 
admitted to the hospital in a coma. The parents gave 
a history of severe abdominal pain with nausea and 
vomiting, for six days. Laboratory studies revealed 
evidence of sickle cell anemia. The patient expired 
shortly after admission. Autopsy revealed a gallbladder 
containing numerous stones. 


Comment 


There were seven patients admitted to 
the John Gaston Hospital from 1940 through 
1952, with the diagnosis of cholecystitis with 
or without cholelithiasis in patients less than 
15 years of age. Two of the patients revealed 
gallstones in association with sickle cell 
anemia (Case 4). These cases have been re- 
ported previously by Wilson, Patterson, and 
Diggs. Other cases of cholelithiasis in sickle 
cell anemia have been reported.® 


All of the patients gave a past history of 
the usual childhood diseases. No history of 
typhoid fever nor a specific history of scarlet 
fever were obtained. Whether or not “the 
usual childhood diseases” may predispose to 
gallbladder diseases is conjectural. 

Although it is thought that the most com- 
mon cause of cholelithiasis in children is re- 
lated to the excessive excretion of pigments 
during a hemolytic anemia,!® none of our 
patients showed evidence of, or gave a history 
of hemolytic anemia, other than those with 
sickle cell anemia. 


The treatment of gallbladder disease in 
children is essentially the same as in adults. 
However, though one may lean toward early 
surgery in acute cholecystitis of adults, it is 
felt that conservatism is preferred in children. 
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For cholelithiasis in children the treatment 
should be identical to that in adults. Hoy. 
ever, some advocate simple cholecystostomy,}° 
and in one of our cases (Case 1) this was 
sufficient. We feel, as do others, that chole. 
cystectomy is the treatment of choice in 
cholelithiasis.11 The indications for opening 
the common duct should be the same, al- 
though we have had no experience with this. 


Injury to the Biliary System 


Although considerable traumatic surgery 
is seen at our hospital (The John Gaston 
Hospital) and several injuries of the extra- 
hepatic biliary system have been found in 
adults, we have encountered none in chil- 
dren. Our experience in handling the cases 
in adults makes us feel that injuries of the 
extrahepatic biliary system in children should 
be treated as those in adults. Traumatic rup- 
ture of the gallbladder should be treated 
by cholecystectomy.!® Injuries to the duct 
system should be repaired over a suitable 
splint and drained by means of a “T” tube. 
If there is extensive damage to the common 
duct, we feel that repair should be attempted, 
but a cholecystojejunostomy should also be 
done. 


We have encountered six cases of injuries 
to the liver since 1940. With the steadily 
increasing number of automobile accidents 
there has been an increase in injuries to the 
liver. Injuries to the liver in children are 
no different than those of adults. We agree 
wholeheartedly, with our Professor of Sur- 
gery, Dr. Harwell Wilson, that all injuries 
to the liver should be drained. 


Case Reports 


Case 1. J. D., a 5 year old colored girl, was ad- 
mitted to the hospital after being struck by an 
automobile. Examination revealed evidence of ab- 
dominal injuries, and an abdominal exploration was 
done. A laceration, 3 cm. in length was found in 
the right lobe of the liver near the falciform ligament. 
The laceration was sutured and the abdomen drained. 
The postoperative course was uneventful. She has 
been in the outpatient clinic during the past eight 
years and there has been no further difficulty with 
the biliary system. 

Case 2. D. B., a 9 year old white boy, was ad- 
mitted to the hospital following a gunshot wound 
of the right upper quadrant. Abdominal findings were 
those of peritoneal irritation. At exploration small 
wounds of the liver were found near the gallbladder, 
without injury to the duct system. The wounds were 
sutured and the area was drained; the postoperative 
course was uneventful. 
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Congenital Anomalies of Biliary System 


Obstructive jaundice in children is pri- 
marily one of atresia of the common ducts. 
However, other causes of obstructive jaundice 
have been reported.! 1° There may be a block- 
age of the common duct as a result of inspis- 
sated bile or increased destruction of red cells 
as in erythroblastosis fetalis (Case 1). There 
are a few reports of stones found within the 
common duct as a cause of jaundice. We 
have seen no cases of stones within the com- 
mon duct. 

Our work with the atresias of the common 
duct has been most discouraging. We have 
seen six cases which we have proven either by 
autopsy, or at operation, or both. 

The first successful surgical relief of a case 
of atresia of the common duct was performed 
by Ladd in 1927.1° We are indebted to Drs. 
Ladd and Gross, of the Children’s Hospital 
of Boston, for much of the work on this con- 
dition. The correction of these anomalies de- 
pends upon the exact location of the atresia. 
Approximately one-fourth of the cases can 
be corrected surgically if the lower end of 
the common duct is atretic; the gallbladder 
or the common hepatic duct can be anasto- 
mosed to the duodenum or a loop of jejunum. 
If the gallbladder is used, patency of the 
cystic duct must be ascertained. 

In our six cases, we have been unable to 
reconstruct an adequate channel to preserve 
life. In those in whom exploration has been 
carried out (Case 2) no common hepatic ducts 
could be found. In two of our patients who 
expired before operation could be done (Case 
3), we have found, at autopsy, that surgical 
correction would have been possible. 

Cystic dilatation of the common duct is 
thought to be a congenital anomaly.?° It can 
involve a part or all of the common duct. 
It is usually associated with fairly typical 
findings, namely, abdominal tumor, pain, 
and jaundice. These findings may be inter- 
mittent since they may appear and disappear. 


It seems to be found more commonly in fe- 
males.19 


The treatment of choice, in cystic dilata- 
tion of the common bile duct, is to make an 
anastomosis between the cyst and the gastro- 
intestinal tract (Case 4). Whenever possible, 
it is felt that a cystoduodenostomy is prefer- 
able to a cystojejunostomy or cystogastrostomy. 


Case Reports 


Case 1. L. T., a one month old white girl, was 
admitted to the hospital with jaundice which had 
appeared one week after birth. Laboratory studies 
revealed normal bleeding and clotting time, and a 
serum bilirubin of 3.8 mg. Jaundice subsided within 
a few days after admission while preparing for ab- 
dominal exploration. Therefore, no operation was 
done. 

Case 2. B. B., a 7 weeks old colored girl, one of 
twins, was admitted to the hospital with a history 
of jaundice appearing shortly after birth. She did 
not gain weight as did the other twin. Stools were 
acholic, and the child vomited frequently. The child 
was prepared for operation and an exploration was 
done. After a thorough search no hepatic ducts could 
be found, but a normal appearing, deflated common 
duct and gallbladder were found. In defeat the ab 
domen was closed. 

Case 3. S. E., a 2 months old colored girl, was 
admitted to the hospital with a diagnosis of broncho- 
pneumonia, meningitis, and infectious hepatitis. The 
parents had noticed “yellow eye” only five days be- 
fore admission. Upon admission the child was mori 
bund and died shortly thereafter. At autopsy exami 
nation of the biliary system revealed atresia of the 
distal portion of the common duct, with a markedly 
distended gallbladder and hepatic ducts. 

Case 4. J. E. M., a 5 weeks old colored boy, was 
admitted to the hospital with symptoms of progressive 
jaundice for three weeks and abdominal swelling. Pal- 
pation of the abdomen revealed an ovoid mass in 
the right upper quadrant. At abdominal exploration 
a cystic dilatation of the common duct was found: 
a cystojejunostomy was done. The child was seen in 
the Out-Patient Department for two years with ap 
parent good results. 


Comment 


When one encounters a jaundiced child, the 
diagnostic problem is one of three conditions: 
(1) systemic disease which produces jaundice; 
(2) hepatitis; and (3) obstructive jaundice. 
From a surgical standpoint the jaundice is 
either obstructive or nonobstructive. The dif- 
ferentiation can, at times, be most difficult. 
However, one of the most important tests in 
handling these cases is the test of time. Little 
is gained by the early exploration of a 
jaundiced baby, and many babies may be 
spared an operative procedure by waiting to 
see if the jaundice may clear. Therefore, a 
jaundiced baby less than a month or six weeks 
of age should not be explored. 


Other surgical conditions of the biliary 
system that may be encountered in children 
are reported occasionally. However, it is not 
the purpose of this report to deal with all 
possibilities, but to discuss briefly, the more 
common ones. We cannot overemphasize the 
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fact that gallbladder disease seen in adult life 
may have had its beginning in childhood. 
‘The surgical treatment of biliary diseases 
in children is not unlike that used in adults. 
The primary differences are those basic sur- 
gical principles that are peculiar to children. 


Summary 


(1) A possibility is offered that many cases 
ot gallbladder diseases had their beginning in 
childhood. 

(2) Seven patients with primary gallblad- 
der disease were encountered from January 
1940 through December 1952. 

(3) Surgical treatment of gallbladder dis- 
ease in children is similar to that in adults. 

(4) An increasing number of traumatic 
conditions have been seen during the past 
few years. 
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(5) Congenital anomalies of the biliary 
system remain a depressing problem that only 
infrequently can be benefited by surgery. 
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The Past is Prologue — Southern 
Public Health Pioneering” 


J]. W. R. NORTON, M.D., 


| SHOULD LIKE TO EXPREss to each of you my 
sincere gratitude for the privilege and honor 
of serving as your president during this year. 
As Mr. Eisenhower has so well said: “Humility 
must always be the portion of any man who 
receives acclaim earned in the blood of his 
followers and sacrifices of his friends.” The 
Southern Branch developed under the joint 
auspices of the Southern Medical Association 
and the American Public Health Association, 
and is now entirely dependent on volunteer 
and drafted service for its activities and growth 
and all have come through magnificently as 
usual in spite of the many handicaps of heavy 
responsibilities in various types of jobs. In 
our large organization no one person could 


*Presidential Address— First General Session, Southern 
Branch, American Public Health Association Annual Meeting, 
New Orleans, La., May I1, 1955. 

+Secretary and State Health Officer, State Board of Health, 
Raleigh, N. C. 


M.P.H.,t Raleigh, N. C. 


ruin it, but it takes devoted service from 
many to continually succeed. 


It is fitting that we should at this annual 
meeting pay our respects to those who or- 
ganized the first State Board of Health in 
Louisiana a century ago. Their wisdom, fore- 
sight and courage in supplying a vital need 
has been given the highest form of praise— 
that of widespread emulation. Their work and 
that of so many others in stimulating respon- 
sibility in state and local authorities to pre- 
vent loss of, to recover, to maintain and to 
promote health, has been an inspiration. As 
they embarked on an uncharted course we 
are encouraged today to go and do likewise. 

My title “The Past Is Prologue” comes 
naturally to one from a state facetiously re- 
ferred to by us natives as “a vale of humility 
between two mountains of conceit.” Our 
glorious past achievements serve well only 
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as they spur us to build even more greatly 
and soundly, never when they lull us into 
complacency. Edwin A. Alderman, 50 years 
ago, set the goal of the South onward and 
upward when he said, ‘““The Supreme need 
of the South today is for trained men 

men with prevision to see things before they 
happen . . . men who think with their brains 
and not their emotions men who find 
out about things before settling them, in- 
stead of settling them first and finding out 
about them afterwards men eager to 
build for the future rather than to chant the 
requiem of a past age.” 

It is definitely not disrespectful nor un- 
grateful but actually necessary to orientation 
and alertness when we take frequent looks 
all around, including a quick glance back- 
ward, as we move forward. It is unfortunate 
that even a few health workers assume that 
the really important services in public health 
began the day he or she was hired. Since an 
appreciation of history tends to dispel such 
arrogance we need more of it, and only then 
can we safely admit that because of stable 
foundations we are doing more and better 
work than the early pioneers. The horizon 
is ever widening and we may well recall the 
words of one whose superb leadership we 
would not question, “greater works than these 
shall ye do.” Even while we pay tribute to 
past leaders, we may be grateful for our fine 
co-workers and lay plans for even more rapid 
and effective progress in the years ahead. 


Our Southern Branch area has pioneered 
in environmental sanitation, control of in- 
testinal parasites, state and local,—particu- 
larly rural,—health department organization, 
immunizations, school health services, oral 
hygiene, control of insect pests in a subtropical 
area, all under dependable medical leader- 
ship. Some of these things we did because 
we had to. Our pleasantly warm climate, 
heavy rainfall and soil types encourage para- 
site hazards as well as outdoor living. The 
relative backwardness in and near the tropics 
has been due more to insect enemies and 
other pests than to climate. In the Tennessee 
Valley it was demonstrated that the former 
heavy morbidity and mortality from malaria 
around impounded water in tropical and sub- 
tropical areas is controllable. The growth of 
tribes or towns and cities has been limited 
sharply to their ability and willingness safely 
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to dispose of human wastes. As we bring in- 
sects and environmental pollution under ef- 
fective control, in our lovely area, progress 
will become limitless, agriculturally, indus- 
trially and in human health and efficiency. 

In our Southern Branch area private prac- 
titioners of medicine have stimulated and 
promoted the development of sound local 
health departments. They have given the 
time to serve on state and local health boards 
and to cooperate in case-finding and other 
services. Private practice and public health 
have jointly brought communicable diseases 
under relative control. We have the organi- 
zation, the experience in medical leadership, 
and cooperative teamwork to pioneer now 
in the field of chronic disorders and acci- 
dents. Areas with less medical leadership and 
with stunted development of local health de- 
partment coverage will find themselves even 
more handicapped in providing public health 
services with our aging population. 

The District of Columbia and cach state 
have contributed to our pioneering heritage 
and our Latin-American neighbors are mak- 
ing commendable progress. Each can learn 
much from the other. Earlier diagnosis, im- 
proved immunizations, multiple screening 
technics, preventive mental hygiene, improved 
nutrition, better health education, new treat- 
ment technics and agents, all become vastly 
important in our aging population. To de- 
velop the ideal child, Socrates is said to have 
advised starting with the grandparents. For 
better control of chronic degenerative disor- 
ders we should at least begin with sound 
planned parenthood, careful prenatal guid- 
ance and early infant and preschool health 
protection and development. Jt will always 
be vastly easier and less costly to retain health 
than to rebuild it, and in many instances full 
recovery may become impossible. 

As we set our sights on the future we can 
learn much from, and can deservedly be proud 
of our pioneering past. Louisiana led the way 
with the first State Board of Health, Mary- 
land with the Baltimore City Health De- 
partment, Virginia with her smaller type of 
city health department (Petersburg), Ken- 


tucky and North Carolina with early counts 
health departments (Jefferson and Guilford 
and North Carolina with the first strictls 
rural county health department 
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Alabama and South Carolina were among 
the first to attain full state coverage by local 
health departments. Thus we might go on. 
May we do our utmost to become worthy 
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successors to our pioneer predecessors who, 
as Dr. C. C. Applewhite has so well put it, 
“didn’t know it couldn’t be done and went 
ahead and did it!” 


Renal Deficiency Associated with 


Secondary Shock: 


VIRGIL H. MOON, M.D.,+ Coral Gables, Fla. 


The author reviews the mechanism and the numerous causes of secondary shock, 
whether medical or surgical. He discusses and illustrates the renal disease 
and failure which may accompany shock. An understanding of the resulting 
physiologic disturbances is necessary for rational management in such cases. 


THE TERM SECONDARY shock, as used here, does 
not apply to hemorrhagic nor to primary 
shock. For many years, isolated observations 
were made on azotemia developing after se- 
vere trauma, burns, extensive surgical pro- 
cedures, and during serious infections and 
intoxications, but the genesis of this disorder 
was not apparent. This syndrome is not new.? 
It has been described under different terms 
for more than a century, though its relation- 
ship to shock has been shown only recently. 
Osler,” in the first edition, 1892, of his “Prin- 
ciples and Practice of Medicine” described 
this condition as acute nephritis and at- 
tributed it to the action of toxic substances 
upon the kidney. He noted its occurrence 
from poisons, severe infections, malaria, 
metabolic intoxications and burns. In the 
later editions, he added trauma and exten- 
sive surgical operations to the etiologic con- 
ditions. He stated that the urine is suppressed 
or greatly reduced, to four or five ounces 
per day. It is dark, smoky or reddish brown 
in color, contains blood, albumin, casts and 
debris. The specific gravity is high, 1.025 or 
more. These changes were accompanied by 
signs of uremia. 


Adami,* a Canadian pathologist, in 1909 


*An address given on the Founders Day Program of the 
Medical School of South Carolina, Charleston, S. C., No- 
vember 4, 1954. 


+From the Department of Pathology, University of Miami 
School of Medicine, Coral Gables, Fla. 


gave a concise description of the renal 
changes of this condition under the term 
parenchymatous nephritis. Modern patholo- 
gists have added few items of importance to 
the description given by him. Shock was in- 
perfectly understood at that time and this 
disorder was not recognized as related to it. 
The term acute parenchymatous nephritis 
was commonly used to designate this type of 
renal disease. 

In 1914, the German pathologists, Volhard 
and Fahr,* published a revised classification 
of renal diseases but acute parenchymatous 
nephritis was not listed and no other name 
was substituted for it. As a result, medical 
literature in the succeeding years contained 
no reference to this form of nephritis. Un- 
fortunately, in dropping this item from the 
classification, they did not eliminate this dis- 
order from those with which man is afflicted. 

During World War II, the reports of By- 
waters> and his associates on the crush syn- 
drome excited widespread interest. Fatal 
uremia resulting from ischemic necrosis of 
muscle seemed a unique renal disorder. He 
stated that this syndrome is not peculiar to 
crush injuries, but may occur in conditions 
such as septic abortion, accidental trauma, 
black-water fever and transfusion reactions. 
Yet, subsequently, he described this syndrome 
as “a specific response to a specific type of 
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trauma, previously unrecognized.” Appar- 
ently he was not familiar with the history 
of renal disorders, nor with the fact that 
his colleagues both in England and elsewhere 
had observed this complication associated 
with various forms of acute disease; often 
febrile anuria, febrile albuminuria or some 
similar term was applied to this disturbance 
of renal function. Bywaters did not attribute 
this disorder to shock. He appeared skeptical 
regarding the latter for he compared “de- 
scriptions of shock to that other fabulous 
concept, the unicorn.” The clinical features 
described by him included pallor, low tem- 
perature, low blood pressure, sweating, 
thready pulse, decreased blood volume and 
CO, combining power, hemoconcentration, 
low blood chlorides, high serum potassium, 
and nitrogen retention. He described the 
urine as scanty and dark colored; it con- 
tained albumin, pigmented casts, cells and 
debris. At necropsy, visceral hyperemia, 
petechial hemorrhages, edema and parenchy- 
matous degeneration were seen. Those who 
are familiar with the clinical manifestations 
of shock and its pathologic findings will note 
certain similarities between these items and 
those of shock. 


Luckés* report on lower nephron nephrosis 
was based upon several hundred cases in- 
cluding battle wounds, crush injuries, surgical 
operations, burns, infections, poisoning, trans- 
fusion reactions and shock from other causes. 
The clinical and urinary findings were like 
those previously described. The kidneys 
showed the essential features as set forth by 
Adami with one notable exception: Lucké 
stated that the renal damage was limited 
sharply to the lower convoluted tubules and 
to the thick limbs of Henle’s loops. Other 
pathologists have failed to corroborate this 
finding, but the term used by Lucké, lower 
nephron nephrosis, has become popular 
among internists and surgeons. 


Mechanism of Shock 


A consideration of the basic mechanism 
of shock, is essential to an understanding, 
both of its renal effects and of its conditions 
of occurrence. Various agents and conditions 
injurious to endothelium produce atony and 
dilatation of capillaries and venules. This 
dilatation increases the volume capacity of 
the vascular system. Capillary endothelium 
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affected by many agents, including anoxia, 
becomes abnormally permeable to colloids. 
This allows plasma to escape into the tissue 
spaces causing edema and a tendency to 
hemoconcentration. This loss of plasma lowers 
the total blood volume and leads to stagna- 
tion of blood in the dilated capillaries and 
venules; this lowers the effective blood vol- 
ume. These effects produce a disparity be- 
tween the volume of blood and the volume 
capacity of the vascular bed, and diminish 
the return flow of venous blood to the heart. 

The result is a circulatory deficiency, char- 
acterized by decreased blood volume and 
volume flow of blood, reducing the amount 
of oxygen delivered to the tissues. Tissue 
anoxia of itself causes increased capillary 
permeability and introduces a. self-perpetu- 
ating factor which causes increased circula- 
tory deficiency. This vicious circle, unless 
interrupted, leads to an irreversible stage and 
to death. It appears that capillary atony and 
tissue anoxia are reciprocal factors; either of 
them arising primarily will presently bring 
the other factor into action and will result 
in a vicious cycle as diagrammed here (Fig. 1). 
A tendency to visceral edema, hemoconcen- 
tration and to stasis results from the opera- 
tion of that cycle. Capillary atony is accom- 
panied by dilation, by permeability of the 
capillary walls, by an increased flow of lymph, 
and by petechial hemorrhages in serous sur- 
faces, mucous surfaces and in parenchyma- 
tous organs. 


Etiology 


I* have made necropsy examinations on 
those who have died of shock from the fol- 
lowing causes: trauma, surgical operations, 


AGENTS OR CONDITIONS 
PRODUCTS OF 
DEFICI EST 
OXIDATION 
A 


Injury to capillaries causes atony, dilatation and in- 
creased permeability. These lead to decreased blood volume 
and volume flow which reduce the delivers of oxvgen 
the tissues. Lack of oxvgen itself causes capillary mom, and 
thereby introduces a self-perpetuating quality uno the dic 
velopment of shock. (From Shock and Related Capilian 
Phenomena, courtess of the Oxford Universmy Prem, “ew 
York.) 
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burns and fulminating infections; abdominal 
catastrophies such as perforations, peritonitis, 
strangulation, obstruction, thrombosis, pan- 
creatitis; intoxications of pregnancy, icterus 
gravis and diabetic acidosis; various drugs 
and poisons, overdoses of the barbiturates, 
sometimes the sulfonamides, mercury chlo- 
ride, arsenic, (arsenicals notably produce shock 
in the hypersensitive patient), phosphorus, 
iodine and others; serum disease, transfusion 
reactions, severe anaphylaxis; pulmonary em- 
bolism, and coronary occlusion; radiation 
sickness; asphyxia from whatsoever cause; de- 
creased barometric pressure. Aviators flying 
at high altitudes sometimes develop shock: 
after landing the aviator may stagger from 
the plane and be taken to a hospital where 
he may die of shock, or perhaps recover. 
The conditions mentioned are among those 
in which shock may be expected to develop. 


We have produced shock experimentally 
in animals by simulating the conditions under 
which it occurs clinically. The agents used 
were: trauma, burns and freezing; injections 
of bacteria and of products of bacterial 
growth; intestinal obstruction and strangula- 
tion; the implantation of tissues, such as 
muscle, brain, liver and others into the 
peritoneal cavity; intravenous injections of 
bile, peptone, histamine and venoms; drugs 
and poisons such as barbiturates, mercuric 
chloride, arsenic, iodine; anaphylaxis; ab- 
dominal radiation with x-rays, and others. 
Each of these agents and conditions pro- 
duced circulatory failure of the shock type, 
and the findings at postmortem were those 
seen regularly in clinical cases. 


In view of the wide variety of conditions 
which may cause shock, one can understand 
the high incidence of renal failure as a clini- 
cal feature. My own experience coincides with 
that of others, that this form of renal disorder 
is seen more frequently than any other disease 
of the kidneys. A few instances will be cited 
illustrating the occurrence of this renal com- 
plication. 

Case 1. A man fell from a third story window and 
sustained severe bruises and multiple fractures, some 
of which were compound. He was hospitalized im- 
mediately and soon developed severe shock which was 
treated by transfusions and intravenous fluids. ‘These 
were ineffective and death occurred 30 hours after 
the accident. The necropsy findings were those char- 
acteristic of shock. Microscopic examination of the 
kidneys showed intense capillary hyperemia, albu- 
minous material in the capsular spaces and severe 
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degeneration of the tubular epithelium. The tubular 
lumina contained albuminous material and cellular 
debris. 


These findings show how rapidly renal 
changes occur during shock. 


Case 2. A soldier received multiple machine gun 
bullet wounds of the legs and thighs with compound 
fractures of the femurs. He was given the usual sur- 
gical treatment for wounds and for shock in the Army 
Hospital. Oliguria followed by anuria developed; the 
urine contained albumin, casts, red blood cells, Pig- 
ment and debris. The blood showed progressive reten- 
tion of nitrogenous waste products. Death came five 
days after the wounds. (The kidneys showed more 
advanced changes than in the preceding case.) There 
was albuminous material in the capsular spaces, the 
tubular lumina were distended with granular debris 
and contained both blood cells and brown pigment. 
The cells lining both the upper and lower convoluted 
tubules showed severe degeneration ranging to ne- 
crosis. Casts were found in the collecting tubules. 

Case 3. Renal failure occurred after surgical re- 
section of a rectal carcinoma. Treatment for post- 
operative shock was ineffective. Oliguria and _ reten- 
tion of nitrogenous wastes developed, and he died 
four days after the operation. The renal findings were 
like those in the preceding case. 

The literature contains many observations 
on the renal effects of burns, one example 
of which is cited. 

Case 4. A young man’s clothing was saturated 
with gaosline and ignited. He sustained extensive 
first, second and third degree burns of the body and 
limbs. Treatment for shock with morphine, plasma 
and dextrose-saline infusions, was begun at once; the 
burned areas were debrided, and pressure dressings 
were applied. The urine was scanty and dark; it 
contained albumin, red blood cells and _ pigmented 
casts. On the fourth day the total output was only 
200 cc. of coffee-colored urine. No chemical determi- 
nations were made, Death occurred at the end of the 
fourth day. The visceral findings at necropsy were 
those usually seen after death from burns. The kid- 
neys weighed 200 and 240 Gm., respectively; they 
were soft, swollen and grayish pink; the cortical 
markings were obscure, and the superficial vessels 
were engorged. Amorphous material was present in 
the capsular spaces; the tubular epithelium showed 
advanced degenerative changes; it was low cuboidal 
in form, and the lumina contained debris and casts 
consisting of red blood cells, hyaline, and dark brown 


pigment. 

The color of the pigment is of particular 
interest because the patient had not received 
transfusions of blood, sulfonamide com- 
pounds nor other drugs except penicillin. Evi- 
dently the occurrence of pigmented casts is 
not dependent on transfusions nor on sulfo- 
namide therapy. 

It is commonly known that severe infec- 
tions of various types often disturb renal 
function. This depends on the severity rather 


| 

| 

I 

I 


VOLUME 49 RENAL DEFICIENCY IN SHOCK—Moon 183 


than on the species of the infection. Numerous 
accounts of febrile albuminuria may be found 
but the authors seldom recognized a relation- 
ship to shock. The following is an instance. 


Case 5. A farmer developed severe illness with 
moderate leukocytosis and a temperature of 103° to 
104° F. He was treated with sulfonamide drugs and 
penicillin without effect. The blood pressure declined 
to 80/60. He became anuric, and urea crystals cov- 
ered the cutaneous surfaces. The nonprotein nitrogen 
rose to 288 mg. and the creatinine to 6.6 mg. per 
100 cc. on the eleventh day of illness. He died in 
coma on the twelfth day. From the character of the 
illness and the postmortem observations a diagnosis 
of systemic tularemia was made. The kidneys were 
moderately swollen and contained capillary hemor- 
rhages. There were extensive degeneration and ne- 
crosis, especially severe in the proximal portion of 
the convoluted tubules. The lumina contained debris 
and casts, both hyaline and granular. 


These features were the same as seen in 
shock from other causes. 

It is well known that either hyperthermia 
or heat stroke may cause circulatory collapse. 
In some instances the subject may survive 
several days in a state of sublethal shock ac- 
companied by renal deficiency. The following 
case reports are instances. 


Case 6. Circulatory collapse developed in a patient 
after six hours at 107° F. in hyperthermic treatment 
for gonorrhea. On his removal from the cabinet the 
blood pressure fell to 50/30; the pulse rate was 156; 
the urea nitrogen of the blood was 22 mg. per 100 cc. 
There were oliguria and albuminuria; the urine con- 
tained erythrocytes and casts. Supportive treatment 
was ineffective, the circulatory deficiency continued 
and the blood urea nitrogen rose to 77 mg. per 100 
cc. Death came 98 hours after the therapeutic hyper- 
thermia. 


As is usual in such cases, the visceral findings were 
those characteristic of secondary shock. The kidneys, 
weighing 240 and 250 Gm., were swollen and reddish 
brown. The cortical markings were obscure, and the 
pelvic lining contained petechial hemorrhages. Micro- 
scopically, both cortex and medullar were hyperemic. 
The tubular epithelium was severely degenerated; the 
lumina were wide and contained debris and desqua- 
mated cells; the collecting tubules contained casts and 
many erythrocytes. The stroma was edematous. 


Case 7, A laborer developed nausea, vomiting, 
weakness and circulatory deficiency while working 
in excessive heat. Other features were a rapid pulse, 
low blood pressure and hemoconcentration. The fol- 
lowing day the urine was scanty; it contained al- 
bumin, red cells and casts. The circulatory deficiency 
continued despite the administration of plasma and 
saline fluids intravenously. The blood urea rose pro- 
gressively, and death occurred six days after the 
collapse. Clinically, this case was diagnosed as one 
of heat exhaustion. Pronounced visceral hyperemia, 
serous effusions, edema, petechial hemorrhages and 
severe parenchymatous degeneration were found at 
necropsy. The renal observations were similar to 


those in the preceding case, except that tubular 
necrosis was more advanced and casts were more 
numerous. 

In military aviation at high altitudes, cir- 
culatory collapse resembling surgical shock 
may develop even though adequate oxygen is 
supplied. “The most dangerous aspects are 
seen after a latent period of one to six hours, 
resulting in a full-blown vicious circle of 
peripheral circulatory insufficiency, tissue 
anoxia and marked | 
had opportunity to examine the records and 
material in five such cases. The following 
is a typical example. 

Case 8. This aviator was undergoing a test in a 
low pressure chamber at a relative altitude of 38,000 
feet when pains and distress developed. After gradual 
recompression he seemed drowsy and incoherent; he 
was hospitalized immediately, ‘The pulse rate then 
was 80, and the blood pressure was 110/80. Severe 
circulatory deficiency developed four hours later; the 
pulse could not be obtained, the hematocrit: reading 
had risen to 64.9; the patient was sweating and ap 
parently in profound shock. He was given plasma 
and saline solution intravenously, and oxygen by 
inhalation, Severe hyperpyrexia developed (like that 
which accompanies heat stroke); the rectal tempera 
ture rose to 1084° F. The urine was scanty and 
contained albumin 4 plus. No blood chemical tests 
were made. Despite the administration of intravenous 
fluids and other measures the circulatory deficiency 
persisted; death came 45 hours after the patient's re 
moval from the low pressure chamber. 

The necropsy findings in this case were 
the same as those seen in secondary shock 
from other causes. Microscopic examination 
of the kidneys revealed the identical pattern 
of changes found in the crush syndrome or 
after transfusion with incompatible blood. 
It is significant that numerous pigmented 
casts were found, although no transfusions 
and no treatment with sulfonamides nor other 
drugs had been given. 

Other instances might be cited which would 
include the numerous other causes of sec- 
ondary shock with accompanying renal de- 
ficiency which have already been enumer- 
ated. Each of these conditions, if its severity 
is maximal, will result in the syndrome of 
shock leading to death. Each, when less se- 
vere, may cause the syndrome of uremia lead- 
ing to delayed death. The morphologic 
changes in the kidneys are of the same pat- 
tern, regardless of the cause. 


Discussion 


Several explanations for the renal compli- 
cations of shock have been advanced. Most 
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writers attribute this syndrome to renal anoxia 
whose origin is of major interest. Van Slyke® 
showed that shock causes an immediate re- 
duction in renal blood flow, sometimes al- 
most to zero, as part of the systemic deficiency 
of circulation. Maxwell’® and associates also 
reported a severe reduction of renal blood 
flow during shock and others have confirmed 
this feature. Smith' reviewed the work of 
these and other authors, and stated that the 
flow of blood to the kidneys is reduced to 
very low levels during shock. 

The tubular cells of the kidney degenerate 
rapidly when deprived of oxygen, and func- 
tional deficiency follows. At present this ap- 
pears as an acceptable explanation for this 
disorder. Shock occurs in varying degrees and 
progresses with varying rapidity. Maximal de- 
grees tend to progress inexorably to death; 
sublethal degrees produce complications due 
to anoxia. If shock is temporary, renal func- 
tion is resumed; if sublethal shock is pro- 
longed, the functional deficiency persists, 
leading to fatal uremia in from 2 to 20 days. 

It has been stated by several students of 
renal pathology that the term lower nephron 
nephrosis is a misnomer, since all portions of 
the convoluted tubules are involved. A prefer- 
able term is acute tubular nephrosis. 


In the management of acute tubular 
nephrosis, it must be remembered that this 
is not a primary renal disorder but that it 
develops secondary to some grave condition 
elsewhere in the body. No therapeutic meas- 
ures will be effective unless the grave pri- 
mary condition can be counteracted or be im- 
proved. Efforts to increase renal function 
are useless because the kidneys are incapaci- 
tated; they will not respond to diuretics nor 
to the administration of fluids. The latter will 
only aggravate the tendency to edema of the 
lungs and other tissues, a tendency always 
present in shock. 


Attention must be directed toward coun- 
teracting the cause and toward restoring cir- 
culatory efficiency. For example, in shock re- 
sulting from a strangulated hernia that con- 
dition must first be relieved. At the same 
time, the blood volume should be restored 
by transfusions of blood, plasma or other 
fluids. This must be done guardedly to avoid 
edema and cardiac embarrassment due to ex- 
cessive blood volume. 


The retention of nitrogenous wastes may 
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be relieved partially by gastrointestinal or 
peritoneal lavage, or by the “artificial kid. 
ney.” Such measures are admirably adapted 
to the management of acute tubular nephro- 
sis. If the causative condition has been re. 
lieved, and it has been possible to provide 
temporary relief from progressive azotemia 
for a few days, regeneration of tubular 
epithelium takes place rapidly and renal 
function may be resumed. The critical period 
lies between the relief of the primary disease 
or disturbance and the resumption of renal 
function. The end of the critical period is 
reached when oliguria gives place to polyuria. 
This sign indicates the beginning of recovery 
although it may not be complete for weeks 
or months. Usually the damaged tubular 
epithelium regenerates satisfactorily, and 
hence acute tubular nephrosis does not lead 
to any type of chronic renal disorder. If there 
is no pre-existing form of nephritis, the acute 
nephrosis will heal without structural changes 
as sequelae. 


Summary 


Acute tubular nephrosis occurs regularly 
during secondary shock even of sublethal de- 
gree. It is not a primary disorder of the kid- 
neys but is always secondary to some severe 
condition elsewhere. 

Clinically, it is characterized by oliguria, 
proteinuria, casts, cells and debris in the 
urine and by progressive retention of nitro- 
genous wastes in the blood. 

Degeneration and _ necrosis of tubular 
epithelium, casts, cells and debris in the 
lumina, are the outstanding pathologic fea- 
tures. These occur in all portions of the con- 
voluted tubules, hence the term /Jower ne- 
phron nephrosis is misleading. 

This condition results from severe reduc- 
tion of renal blood flow incident to shock. 
Its appropriate management includes imme- 
diate relief of the primary disease, restoration 
of adequate systemic circulation, and meas- 
ures to counteract azotemia. If these can be 
accomplished, the damaged renal tissue will 
regenerate promptly and renal function will 
be resumed. 
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JOHN PETTIS CULPEPPER, JR. 


President-Elect 


Well known to most members of the South- 
ern Medical Association is Dr. John Pettis 
Culpepper, Jr., Hattiesburg, Mississippi, the 
President-Elect of the Association. 

Dr. Culpepper first joined the Southern 
Medical Association in 1924 and has re- 
mained a loyal and constant member since 
that time, for a total of thirty-one years. He 
has had an enviable record of attendance 
at Association meetings, having attended his 
first one in Louisville in 1930. His present 
record of attendance stands at twenty-four 
out of the last twenty-six and at all of these 
meetings he has been accompanied by Mrs. 
Culpepper. 

A Mississippian both by birth and educa- 
tion, Dr. Culpepper was born at Gloster, 
Mississippi, August 2, 1897. His father was 
a noted Baptist minister. He attended prepar- 
atory and high schools at Poplarville and 
Newton, Mississippi. His college work was 
begun at Clarke Memorial College in 1914 
in Newton and continued at the University 
of Mississippi where he graduated with the 
degree of Bachelor of Science in 1922 which 
included two years of his medical school cur- 
riculum. He finished his last two years of 
medical study at Tulane University School 
of Medicine, New Orleans, taking his Doctor 
of Medicine degree in 1924. 

Dr. Culpepper entered the practice of medi- 
cine at Lumberton, Mississippi, immediately 
after his graduation and showed an early 
interest in medical society organizations by 
immediately joining the South Mississippi 
Medical Society and the Mississippi State 
Medical Association. In 1925 he moved to 
Hattiesburg, Mississippi, his present home, 
where he assumed the duties of House Sur- 
geon of the South Mississippi Infirmary. 

Another important milestone came in Dr. 
Culpepper’s life when in 1929 he was married 
to Miss Mildred Fairley of Hattiesburg. They 
have one son, John Pettis Culpepper III, 


now a sophomore medical student at Tulane 
University School of Medicine. 

Dr. Culpepper began his practice at Hat- 
tiesburg in 1930 and has remained there 
since that time. 

His medical society affiliations include 
membership in the South Mississippi Medical 
Society of which he is a past-president, the 
Mississippi State Medical Association, the 
Southeastern Surgical Congress of which he 
is a council member, the International Col- 
lege of Surgeons, American Chapter, the 
American Therapeutic Society, the Gulf 
Coast Clinical Society, the American Medi- 
cal Association, and the Southern Medical 
Association. 

Dr. Culpepper’s official services to the 
Southern Medical Association began in 1944 
when he was appointed Councilor to the 
Association from Mississippi. Following a 
five-year term of service as Councilor Dr. 
Culpepper was elected to the Executive Com- 
mittee of the Council in 1946, serving for 
two one-year terms, and served as Chairman 
of the Executive Committee in 1948. He was 
a member of the Committee to Judge Scien- 
tific Exhibits at the Dallas meeting in 1951. 
He was elected First Vice-President of the 
Association at the St. Louis meeting in No- 
vember, 1954, and was named President-Elect 
at the Houston meeting in November, 1955. 

Despite a busy professional life, Dr. Cul- 
pepper has found time to serve many civic 
and non-proiessional organizations. He is a 
past-president of the Kiwanis Club of Hat- 
tiesburg, a past-president of the Hattiesburg 
Civic Association, a past-president and King 
of the Krewe of Zeus, and a past member 
of the State Board of Health of Mississippi. 
He is presently a member of the Medical 
Advisory Board of Sears Roebuck & Co. 

Dr. Culpepper, a Baptist, like his father, 
is an active deacon in the First Baptist 
Church of Hattiesburg. He served as a mem- 
ber of the finance and building committee 
which recently constructed a beautiful church 
building. 

The President-Elect, in addition to his pri- 
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vate practice and his interest in medicine, 
is a devoted husband, a fond parent, and 
a lover of the great outdoors. 

He will be installed as President of the 
Southern Medical Association at the close of 
the Golden Anniversary meeting to be held 
in Washington, D. C., November 12-15, 1956. 


V. O. Foster 


THE MANAGEMENT OF THE 
PATIENT WITH DIVERTICULAR 
DISEASE 


Diverticulosis and its complications have 
been studied intensively by physicians only 
during the last half century. We know from 
autopsy reports that these lesions existed long 
before. However, since the surgeon only be- 
gan to recognize diverticulitis in the early 
part of this century, and since the roentgen- 
ologist first described the lesion only 42 years 
ago, the clinical manifestations previous to 
the twentieth century had probably been 
overlooked or been classified under some 
other diagnostic heading. 

It is quite natural, therefore, that in the 
brief period diverticular disease has been 
recognized and definitely observed our con- 
cepts concerning it have been changed and 
amplified from decade to decade, as the ma- 
terial for study has increased. No doubt some 
of our present conclusions as internists or sur- 
geons will be subject to amendment in the 
future. 


Many now believe that the individual who 
is found to have diverticulosis without com- 
plications should be told frankly of its pres- 
ence and the possible sequelae explained, 
even though these occur in only fifteen of one 
hundred persons with the condition. We in- 
struct the diabetic that he may develop coma 
which a physician unfamiliar with his disease 
might think to be alcoholism. The patient 
who has received any of the corticosteroids is 
warned that surgical or mechanical trauma 
within the year may result in fatal shock un- 
less proper precautions are taken. A_ wise 
oculist explains the nature of glaucoma to his 
patient, warns him to avoid belladonna in any 
form, the use of stimulants or excessive fa- 
tigue, and instructs him to report at once any 
sudden pain in the eyes or loss of sight. The 
wisdom of such instructions is apparent. The 
patient or his family thus are prepared to ap- 
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praise the possible meaning of symptoms 
which may develop and, also, add this impor- 
tant clinical information to the findings of 
some future physician. Such forewarning ap- 
plies especially to those having diverticular 
disease, which may result in massive hemor- 
rhage from the bowel with a high mortality 
if emergency surgical procedures are done. 
We know that infection low in the pelvis 
from diverticulitis with rupture may be tol- 
erated with only minor or vague symptoms 
until generalized peritonitis is present. This 
is well illustrated in a series of 434 Dallas hos- 
pital admissions analyzed by ““ecil Patterson, 
—eight were moribund on admission and died 
within the first five days. We also know that 
diverticulitis may mimic urinary disease, gas- 
tric disturbances, other abdominal conditions, 
and even chest lesions in its symptomatology. 


On the other hand, the individual with un- 
complicated diverticulitis, having received 
complete information for his future guidance 
and that of his future physician, should not 
be placed on a dietary and medicinal regimen 
so strict that, being human, he will soon dis- 
regard all instruction. Since he has a condi- 
tion which will accompany him throughout 
his life, it would seem better simply to inter- 
dict foods containing seeds, for example, or 
the use of mineral oil, which may possibly 
break up the stool into bits, small enough to 
produce fecaliths in the diverticula, but warn 
him to report to his physician the occurrence 
of abdominal pain, bleeding or a change in 
bowel habit. 


A patient who has recurring episodes of 
diverticulitis with bleeding, pain, fever or 
narrowing of the lumen of the bowel should 
be given the opportunity for elective surgery 
during a quiescent period. Resection of the 
involved bowel can then be done with com- 
parative safety in one stage, therby avoiding 
the multiple operations which may become 
necessary if the condition is permitted to run 
its course and, also, avoiding the high mor- 
tality which occurs from hemorrhage, perfora- 
tion, pelvic necrosis or prolonged obstruction. 


CurtTICcE Rosser, M.D. 


THE PHYSICAL EXAMINATION 


Several years ago another physician, a statis- 
tician and the editor were eating lunch to 
gether. In the conversation the physician said 
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in a half serious vein that possibly one could 
put on a punch card a great number of re- 
sults of laboratory tests, x-ray findings and the 
like and thereby arrive at a diagnosis. He 
suggested that by such mechanical means one 
might eliminate the frequently erroneous hu- 
man factor of judgment. The statistician 
replied with what he considered to be a better 
suggestion. He said, “Put the punch holes 
on a pianola roll. If on playing it you get 
harmony, the patient is not sick.” 

In spite of all the technical developments 
in medicine there is still no easy diagnostic 
road by mechanical means, though on observ- 
ing some doctors at work one might guess 
there were. Standing as a close second to the 
clinical history, the subject for comment on 
this page recently, in the process of diagnosis 
is the physical examination. Only after the 
history and a physical survey of the patient 
is the physician really in the position to use 
intelligently the ancillary aids in diagnosis. 


The all too common tendency on the part 
of some doctors to order a series of laboratory 
tests, X-ray examinations, electrocardiograms 
and the like before he examines the patient 
is deplorable. This practice has led to two 
very unsavory by-products. One is a great 
lowering of the physician’s prestige. In the 
past, medicine represented a learned profes- 
sion, and it should still be on criteria of 
thoughtfulness, experience and judgment. Ra- 
ther, however, the doctor has “down-graded” 
himself into a reporter of technical results. 
Instead of saying, “In my opinion you have 
not had a heart attack,” the physician today 
says or implies, “The electrocardiogram shows 
you did not have a heart attack.” We of the 
medical profession, and thereby the lay pub- 
lications, have taught our patients not to be- 
lieve us any more unless we have used some 
gadgets on them. This has led to the second 
evil result, the great increased cost in medical 
care. The technical advances have increased 
hospital overhead and patient’s bills. Here 
lies the impetus to compulsory health insur- 


ance or other means of providing for medical . 


care. 


In these good times and busy practice it is 
80 easy to by-pass the physical examination 
and utilize the laboratory. Other than for 
the obvious things like a lacerated finger, for 
example, the doctor should force himself to 
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take fifteen minutes and do a thoughtful phys- 
ical examination in any patient who has pos- 
sible systemic disease. He will then be re- 
minded of the far from out-moded inspection, 
palpation, percussion and auscultation, and 
what they can reveal. And of these, the first 
is probably without peer, and one should al- 
ways keep in mind Jenner’s aphorism of more 
than a century ago, “More mistakes are made 
by not looking than by not knowing.” 

The skin and the mucosal surfaces are a 
counter as it were to display wares for inspec- 
tion. Colors,—grades of icterus, reds from 
flushes to the almost purple of cyanosis or 
polycythemia, the pigments,—endogenous of 
endocrine and metabolic diseases, and exo- 
genous of metals and poisons,—an array which 
may make a diagnosis. There are other items 
pointing to constitutional disease,—the pete- 
chiae, the lesions of the “collagen diseases,” 
the macules and papules of infectious diseases. 
So too are displayed the curlicues of blood 
vessels,—the spiders of liver disease, the col- 
lateral circulations of mediastinal and abdom- 
inal disease. Inspection with the ophthalmo- 
scope may tell much about blood vessels, in 
turn the kidneys, and about the intracranial 
structures. 


Inspection along with palpation tells much 
about local and systemic disease when applied 
to lymph nodes, thyroid gland and the like. 
The cure of cancer of the breast is possible 
only by its recognition through the use of the 
eyes and the fingers. 


Surely the eyes, the fingers and the ears are 
without peer in the diagnosis of the cardio- 
vascular diseases, which when combined with 
a good history and clinical experience need 
little other aid in the adequate management 
of the overwhelming majority of patients hav- 
ing heart disease. These same simple methods 
are commonly adequate in the diagnosis and 
care of patients having acute pulmonary dis- 
ease. In chronic disease of the lungs the x-ray 
examination is a helpful, and at times a 
necessary aid to verify or interpret historical 
and physical findings. 


Again the history and the examination in 
abdominal disease plot the course in diag- 
nosis and treatment. In the acute conditions 
they suggest the need for simple laboratory 
examinations, occasionally more complicated 
ones, or x-ray study, or even laparotomy. In 
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subacute or chronic disease they determine 
whether barium is to be given from above or 
below, or whether the esophagoscope or the 
cystoscope are to be used to extend inspection. 
For the “bleeding piles” there is, in addition 
to inspection the admonition of John of Ar- 
denne of 600 years ago “and thus shall ye 
recognize it (cancer). Ye shall put thy finger 
in the rectum.” The proctoscope is no more 
difficult to use than the vaginal speculum. 
And surely when the latter is used for “a 
look” before prescribing a hormone for inter- 
menstrual, or irregularity of bleeding the cure 
rate for carcinoma of the cervix will go up. 


And in the most complicated portion of the 
body, the central nervous system, inspection 
probably tells more than all other methods of 
examination combined, including x-ray, elec- 
troencephalograms, pneumoencephalograms 
and the rest. The attitude, posture, gait, pu- 
pils, and tremors, if not making the diagnosis, 
they at least point the way to the diagnostic 
paths to be taken. 

A quotation from Osler applies to the prac- 
titioner as well as to the medical student 
for.—when does a physician cease to be a 
medical student! “The four points of a medi- 
cal student’s compass are: Inspection, Palpa- 
tion, Percussion and Auscultation.” 

Epiror 


ALDOSTERONE 


In a study of the role which sodium plays 
in edema, Deming and Luetscher,! in 1950, 
found in certain extracts of urine from pa- 
tients having nephrosis and congestive heart 
failure a strong tendency to retain sodium. 
Biologically this resembled desoxycorticos- 
terone but was definitely different. Two years 
later Tait, Simpson and Grundy? described 
a hormone in adrenal cortical extract which 
had the same properties. This was later crys- 
tallized and identified by members of the 
same group, being 18-aldehydrocorticosterone 
and was named aldosterone. Luetscher® and 
his associates then crystallized this sodium re- 
taining corticoid from the urine and proved 
it to be aldosterone. 


Here then is a new steroid from the adrenal 
cortex whose property is that of decreasing 
sodium excretion and comparably increasing 
the excretion of potassium. It is difficult of 
study requiring the urinary assay of its ex- 
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cretion by its effect in adrenalectomized rats. 
By such studies it has been shown to be in 
high content in the urine in patients suffer- 
ing from nephrosis, congestive heart failure, 
cirrhosis and the toxemia of pregnancy. Aldos- 
terone output in the urine varies with the 
situation in the patient and his response to 
the treatment of the primary disease. Thus it 
is greater when edema is accumulating and the 
urinary sodium is low; it drops when the pa- 
tient improves. The experimental work indi- 
cates that aldosterone is secreted by the ad- 
renal glands primarily, and is unrelated to 
pituitary activity which influences the secre- 
tion of the 17-ketosteroids and 17-hydroxy- 
corticoids. 


The output of aldosterone has been shown 
to be clearly related to sodium and potassium 
intake in normal individuals. Thus upon a 
high sodium intake, aldosterone excretion 
drops. An increase in potassium intake in a 
normal person is accompanied by an increased 
output of the hormone and a loss of sodium. 
Its effect must be interpreted in terms of 
sodium to potassium ratio. 


Conn and Louis* have classified the aldos- 
teronism accompanying nephrosis, congestive 
heart failure, hepatic cirrhosis and toxemia 
of pregnancy as secondary in nature, the stim- 
ulation to increased production of the hor- 
mone being the result of some metabolic dis- 
turbance. Dramatic proof of the entity of 
this new hormone could be furnished by the 
demonstration of its excessive formation as 
primary aldosteronism unrelated to any of 
these several diseases. Conn and Louis had 
the fortuitous opportunity to study such a 
clinical syndrome due to an adenoma of the 
adrenal cortex. Three other such cases have 
been reported within the past year. The syn- 
drome presents the picture of muscular weak- 
ness, periodic paralysis, tetany unresponsive 
to calcium, hypertension, little or no edema 
and evidence of mild chronic renal disease. 
Chemically there is hypokaliemia, alkalosis 
and hypernatremia. 


Conn’s patient had had muscular weakness 
for seven years and attacks of paralysis last- 
ing for some hours up to two days, as well as 
muscular cramping. Following metabolic 
studies and the demonstration of the loss of 
potassium a search was made for aldosterone. 
This was found in the urine 4 to 30 times the 
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normal concentration. The surgical treatment 
planned was bilateral adrenalectomy and re- 
placement therapy. At operation a cortical 
adenoma 4 cm. in size was found on one 
side. Bioassay of this tumor showed 100 to 
900 times the aldosterone content of beef 
adrenal tissue. Biopsy of the kidneys at oper- 
ation showed tubular disease. By the six- 
teenth postoperative day the metabolic ab- 
normalities had disappeared; the proteinuria 
and the polydipsia, polyuria, and nocturia 
which had been present for years had dis- 
appeared by the ninth day. At the time of 
Conn’s report metabolic studies had been car- 
ried out 112 days after operation. A normal 
state continued. 


The events of the past several years have 
shown the existence of an important adrenal 
cortical hormone having to do with electro- 
lyte balance. A number of problems for in- 


Incomplete Dilatation of the Lungs 
As a Factor in Neonatal Mortality* 


“Many children die at birth or within the neonatal 
period who could and should live. Among these fa- 
talities the largest group is that which results from 
one or other of such related conditions as primary or 
secondary failure of respiration, inadequate expansion 
of the lungs, and pneumonia developing from atelec- 
tasis. 


“For 1927 the Bureau of the Census reported for 
the birth registration area - - - 2,137,836 live births. 
--- . Of those infants listed as live births - - - a 
total of 77,094 died in the first month, and 138,017 
in the first year. Together, the stillbirths and neo- 
natal deaths amount to nearly 8 per hundred births. 
-- + Premature birth is given as the largest single 
cause of death, 35,916; but prematurity cannot logi- 
cally be accepted as in itself a cause - - - . It is safe 
to assume that especially in the premature the real, 
but unrecognized, cause of death is often incomplete 
relief of atelectasis, secondary failure of respiration, 
and pneumonia. - - - 


- - - even in apparently normal babies complete 
dilatation of the lungs may not be attained for hours 
or even days. Considerable areas of atelectasis escape 
detection by any means but the x-rays. For this rea- 


*Henderson, Yandell: Incomplete ore of the Lungs 


-A. 96:495, 1931. 
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vestigation are opened up thereby. What part 
does the hormone play in norma! metabolic 
processes? What is its relationship, if any, to 
hypertension and renal disease? What is its 
part in the sodium balance or imbalance as 
related to ACTH and cortisone? These and 
other questions no doubt are already under 
intensive study. The next few years will 
probably see an expansion of knowledge in 
the field of sodium and potassium as related 
to the body economy. 
Epiror 
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son it is not surprising that Cruickshank should have 
found nearly 25 per cent of cases of pneumonia in 
his whole series of neonatal deaths. It is ac- 
counted for by the fact that the diagnoses were based 
on histologic examination. Cruickshank’s results in- 
dicate, therefore, that unrecognized pneumonia con- 
sequent on continuing areas of atelectasis is a far 
more frequent cause of death during the neonatal 
period than has been heretofore realized. It is par- 
ticularly to remove this unrecognized hazard that in- 
halation should be legally required. 


“Wasson, - - - reported a roentgenographic study 
on the lungs of newborn children, showing that even 
in normal cases full expansion of the lungs does not 
always occur immediately after birth. - - - . The in- 
terval of time for this to take place ranged from five 
minutes to two weeks. The observation that atelectasis 
continues in some cases for as long as two weeks is 
highly significant. 


Pneumonia from Atelectasis 


“Recent developments along several distinct, but 
parallel, lines lend further strong support to the con- 
ception of the association of atelectasis and pneumonia. 
- - - a discovery of extreme importance. - - - 

“Equally important collateral evidence is afforded 
by experience resulting from the study of carbon 
monoxide asphyxia. Formerly pneumonia was a com- 
mon and often fatal consequence of this form of 
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asphyxia. The relation was long obscured; but it has 
become clear from the results of the modern inhala- 
tional treatment with a mixture of oxygen and car- 
bon dioxide; for in cases so treated postasphyxial 
pneumonia almost never occurs. The oxygen over- 
comes asphyxia; but it is the carbon dioxide that in- 
duces deep breathing and thus eliminates the condi- 
tion of the lungs from which pneumonia otherwise 
often develops. 


“A closely similar etiology is thus indicated in three 
conditions that have heretofore been regarded as 
quite unconnected: (1) anesthesia and postoperative 
pneumonia, (2) carbon monoxide asphysia and _ post- 
asphyxial pneumonia, and (3) asphyxia of the new- 
born, atelectasis and pneumonia. That fundamentally 
these three syndromes are essentially alike is demon- 
strated by the fact that the same prophylactic inhala- 
tional treatment is effective in clearing the lungs ont 
preventing fatalities in all three. - - - 


“There was an unanswerable argument against ap- 
plication to the newborn of the theory of the chemical 
control of respiration. It was to the effect that an 
asphyxiated child certainly has in its blood a normal 
or even more than normal pressure of carbon dioxide; 
yet it does not breathe. If the sensitivity of the re- 
spiratory center is decreased, or even abolished, by 
accumulation of carbon dioxide in birth asphyxia, 
how then can it be carbon dioxide that normally 
sets respiration in operation at birth? - - - 


“It has long been known that respiration may be 
depressed by excess of carbon dioxide. Some of the 
earliest investigators failed to discover that carbon 
dioxide is a respiratory stimulant, because they used 
excessive amounts in their experiments and obtained 
only depression. - - - 


“Success in resuscitation of the newborn by the in- 
halational method has now demonstrated that, con- 
trary to current assumption, a partially asphyxiated 
respiratory center will respond to stimulation by 
carbon dioxide. But after asphyxia more than a 
normal pressure of carbon dioxide is required to in- 
duce the center to become active. - - - 


“In the normal child the respiratory center is suf- 
ficiently sensitive, so that breathing is induced under 
the stimulus merely of the carbon dioxide supplied 
by the child’s own respiratory metabolism. Observa- 
tions on non-breathing infants show that under pro- 
longed asphyxia the respiratory center undergoes a 
loss of sensitivity. - - -. The center then requires a 
stronger chemical stimulus than the body can supply. 
It responds in quite normal fashion, not to the normal 
pressure of 5.5 per cent of carbon dioxide but only 
to 7, 10, 15 or 20 per cent of carbon dioxide. - - - 


Use of an Inhalator on the Newborn 


“If the child makes no spontaneous respiratory ef- 


fort, artificial respiration is applied. - - - . The rubber 
bag of the inhalator is filled with gas. - - - . The 
mask is held as nearly as possible airtight on the 
face, while the bag is compressed quickly but gently 

- every two or three seconds, so that the expansion 
of the chest is effected in a succession of small steps. 
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If, after the thorax is thus somewhat inflated, no 
expiratory movement occurs, a gentle pressure is ap. 
plied with the hand on the sides of the child’s chest 
to produce expiration. - - - 

“Generally, under this treatment, natural breath. 
ing soon develops. - - - . Every child, even the most 
normal, should have a ten minute inhalation at least 
three times a day during the first few days of life 
as a prophylactic measure against atelectasis and 
pneumonia. 

“For the asphyxiated newborn child, dilation of 
the lungs with a mixture containing a_ sufficient 
amount of carbon dioxide in oxygen to stimulate natu- 
ral breathing is the one really effective method of 
resuscitation. 


“Inhalation of this mixture is equally important 
for many children that breathe spontaneously; for 
among these cases incomplete dilatation of the lung 
is a common condition, predisposing to pneumonia 
and causing nearly as large a mortality as stillbirth 
itself. - - - 

“Every maternity hospital should be equipped with 
at least a simple inhalator for the newborn - - - , 
For deliveries outside of hospitals the city health 
departments should provide simple infant inhalators 
to be rented to obstetricians and midwives for the 
cost merely of the oxygen and carbon dioxide con- 
sumed.” 
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ALABAMA 


The American College of Chest Physicians re- 
cently awarded Certificates of Fellowship to the fol- 
lowing physicians from this state: Major Francis E. 
Foley, Montgomery, Dr. James T. Grimes, Enterprise, 
and Dr. A. H. Russakoff, Birmingham. 

The Medical College of Alabama, Birmingham, 
announces the following promotions. Dr. James Gar- 
land Wood has been promoted to associate professor 
of radiology, Dr. Louis S$. Graham has been ap- 
pointed associate professor of pathology; Dr. William 
Nicholson Jones, professor and acting chairman, de- 
partment of obstetrics and gynecology; Dr. Frank S. 
Moody, chairman, department of otolaryngology (vol- 
untary basis); Dr. Josiah C. Carmichael, associate 
professor and chief, obstetrics and gynecology; Dr. 
Waldo Philip Hitchcock, associate professor of anes- 
thesiology; Dr. E. Edward Evans, associate professor 
of microbiology; Drs. Irwin Schoen, Robert E. Roth, 
and Harold Schneider, assistant professors of path- 
ology; Dr. Jolyon S. Tucker, assistant professor of 
clinical neurology, psychiatry, and neurology; Dr. 
Thomas Joseph Reeves, associate professor of medi- 
cine; and Dr. James N. Sussex, associate professor 
of psychiatry. 

Dr. Melson Barfield-Carter, professor chair- 
man of the department of radiology since 1945 re- 
tired August 1. Also Dr. James R. Garber, professor 
of obstetrics and chairman of the department of 
obstetrics since 1945 retired August 1. 


ARKANSAS 


Dr. Joe F. Shuffield, Little Rock, has been awarded 
the title, “Fox Hunter of the Year.” Dr. Shuffield 
was reappointed to the Fish and Game Commission 
in 1951 for a seven year term. 


Dr. Jim Bethel has joined the Piggott Hospital 
Staff and has opened his offices in the city for 
general practice. 


Dr. Joe E. Hutchinson, Gravette, purchased the 
Wilson Clinic from Dr. Wilford Wilson, who retired 
from active practice November 1. 


Dr. L. Murphey Henry, Fort Smith, is a recent 
Diplomate of the American Board of Ophthalmology. 

At a recent meeting of the South Central Section 
of the American Urological Association Dr. Sam G. 
Jameson, El Dorado, was awarded a plaque honoring 
the physician presenting the most outstanding prob- 
lem case to the society. 

The new multi-million-dollar St. Vincent Infirmary 
in Little Rock has recently been opened. Dr. Henry 
G. Hollenberg is chief of staff, Dr. John E. Greutter, 
Vice-chief of staff, and Dr. Joseph A. Buchman, Sec- 
retary. Chiefs of divisions are Dr. Alfred Kahn, Jr., 
medicine; Dr. Frank G. Kumpuris, surgery; Dr. Rob- 
ert W. Ross, obstetrics and gynecology; and Dr. John 
M. Smith, general practice. The executive committee 
is composed of Drs. Jerome S. Levy, medicine; Ben- 
nett J. Reaves, obstetrics and gynecology; William 


G. Cooper, surgery; and John McC. Smith, general 
practice. 


DISTRICT OF COLUMBIA 


Dr. Roy G. Klepser, Washington, has been named 
vice-president of the Potomac Chapter of the Ameri- 
can College of Chest Physicians. Dr. Winthrop Pea- 
body, Jr., Washington, was elected secretary-treasurer. 

Dr. W. Montague Cobb, head, department of 
anatomy, Howard University College of Medicine, 
Washington, has been awarded the honorary degree 
of doctor of science. 

Dr. Fred L. Soper, Washington, director, Pan Amer 
ican Sanitary Bureau, Regional Office of the World 
Health Organization, has been awarded an honorary 
degree by Jefferson Medical College of Philadelphia. 

On December 3 President Fulgencio Batista of 
Cuba bestowed the Order of Merit of Carlos Finlay 
on Dr. Francis M. Forster, dean, Georgetown Uni- 
versity School of Medicine and professor of neurology, 


and Dr. Felipe A. Martinez, associate professor of 
anatomy. 


FLORIDA 


Dr. Gretchen V. Squires, Pensacola, has been ap- 
pointed by the Escambia County Commission to the 
position of county medical director. 

The University of Florida College of Medicine, 
Gainesville, offers fellowships and assistantships for 
1956 and 1957 for graduate study in the basic medi- 
cal sciences. Applications must be filled not later than 
March I, 1956. For information write to Office of the 
Dean, University of Florida College of Medicine, 
Gainesville. 

Dr. Lorenzo L. Parks, Jacksonville, has been elected 
president of the Florida Public Health Association. 

Dr. Walter W. Sackett, Jr., Miami, has been elected 
president of the Dade County Chapter of the Ameri- 
can Academy of General Practice. 


Dr. Ivan Isaacs, Jacksonville, has been elected presi- 
dent of the North Florida Radiological Society. Dr. 
Marvin H. Johnston, Jacksonville, was chosen to serve 
with Dr. Isaacs as secretary. 

Dr. Joshua L. Edwards has been appointed profes- 
sor and head of the Department of Pathology at 
the College of Medicine, University of Florida. 

Dr. William H. McCullagh, Jacksonville, has been 
chosen president-elect of the Southern Psychiatric 
Association. 

Dr, Fred A. Vincenti, Mount Dora, has been elected 
first vice-president and Dr. LeRoy H. Oetjen, secre- 
tary of the Lake County Unit of the American Cancer 
Society. 

Dr. W. Tracy Haverfield, Miami, has been elected 
chairman of the Florida Medical Committee for Bet- 
ter Government. 


Continued on page 195 
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Pharmacopoea Internationals. First Edition, Volume II. 
World Health Organization, Geneva, 1955. Printed also in 
French. 350 pages. Price: $6.75. 


American Institute of Ultrasonics in Medicine. Proceedings 
of the Fourth Annual Conference on Ultrasonic Therapy. 
136 pages, illustrated. Los Angeles: The Birtcher Medical 
Foundation, 1955. No charge upon request. 


1954-55 Annual Report of The John and Mary R. Markle 
Foundation. 72 pages. New York: The John and Mary R. 
Markle Foundetion, 1955. 


Our Smallest Servants. The Story of Fermentation. 32 pages. 
New York: Chas. Pfizer & Co., Inc., 5. 


The Jefferson County Survey of Health, Welfare, and Recrea- 
tion Needs and Services. A Report of a Community Self- 
Study Prepared by a Citizens Committee of the Jefferson 
County Creeminsin Council of Social Forces. Directed by 
Valerie A. Earle. Financed principally by the Robert R. 
Meyer Foundation. 366 pages. University, Alabama: University 
of Alabama Press, 1955. Price: $3.00 


Medical Research: A Midcentury Survey. Vol. 1, American 
Medical Research, Vol. Il, Unsolved Clinical Problems. Pub- 
lished for the American Foundation. 764 pages and 740 
pages respectively. Boston: Little, Brown and Company, 1955. 
Price: 2 volumes $15.00. 


Atlas of General Surgery. By Joseph R. Wilder, M.D., As- 
sistant Professor of Surgery, The New York Medical College. 
220 pages, with 101 plates. St. Louis: The C. V. Mosby 
Company, 1955. Price: $13.50. 


Subacute Bacterial Endocarditis. By Andrew Kerr, Jr., M.D., 
Assistant Professor of Medicine, Louisiana State University 
School of Medicine. American Lecture Series. 314 pages. 
Springfield, Illinois: Charles C. Thomas, Publisher, 1955. 
Price: $6.50. 


Obstetrical Practice. By Alfred C. Beck, M.D., Professor 
Emeritus of Obstetrics and Gynecology, State University of 
New York, College of Medicine, and Alexander H. Rosenthal, 
M.D., Clinical Associate Professor of Obstetrics and Gynecology, 
State University of New York, College of Medicine. Sixth 


edition. 1020 pages, illustrated. mer: The Williams and 
Wilkins Company, 1955. Price: $12.0 


Complications of Regional Anesthesia. By Daniel C. Moore 
M.D., Director, Department of Anesthesiology, Mason Clinic, 
and chief of Anesthesia, Virginia Mason Hospital, Seattle, 
Washington. 265 pages, illustrated. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1955. Price: $10.50. 


Thromboembolic Disease. By Geza de Takats, M.D., Division 
of Vascular Surgery, Department of Surgery, University of 
Illinois College of Medicine. American Lecture Series. 49 
pages. Springfield, Illinois: Charles C. Thomas, Publisher, 
1955. Price: $2.25. 


Your Headache. By Henry D. Ogden, M.D., Clinical As- 
sistant Professor, Department of Medicine, Louisiana State 
University School of Medicine. 72 pages. New Orleans, 
Louisiana: Headache Study Group, 1955. 


Practical Neurology. By Leo M. Davidoff, M.D., Professor 
and Chairman, Department of Surgery of the Albert Einstein 
College of Medicine, New York, and Emanuel H. Feiring, 
M.D., Associate Professor of Surgery (Neurosurgery), Albert 
Einstein College of Medicine. 430 pages. New York: The 
Blakiston Division of McGraw-Hill Book Co., 1955. 


The Surgical Technic of Abdominal Operations. By Julius 
L. Spivack, M.D., Associate Professor of Surgery, University 
of Illinois College of Medicine. Fifth edition. 891 pages, 1037 
illustrations on 495 figures. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1955. Price: $17.50. 


Glaucoma. A Symposium organized by The Council for 
International Organizations of Medical Sciences under auspices 
of UNESCO and WHO. Edited by Sir Stewart Duke-Elder, 
England. 317 pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1955. Price: $7.50. 


Functional Otology. The Practice of Audiology. By Morris 

Heller, M.D., Assistant Attending Otolaryngologist for 
Audiology, Chief "of Audiology Clinic, Mount Sinai Hospital, 
New York; Bernard M. Anderman, M.A. and Ellis E. Singer, 
M.A., 209 pages. New York: Springer Publishing Company, 
Inc., 1955. Price: $5.50. 
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GEORGIA 


Dr. Harriet E. Gillette, Atlanta, has been named the 
1955 Medical Woman of the Year by the Atlanta 
Branch of the American Medical Women’s Associa- 
tion. 

At a recent meeting of the Board of Directors of the 
First District Chapter, Georgia Heart Association, Dr. 
Fenwick ‘T. Nichols, Jr., Savannah, was made chair- 
man of the rheumatic fever committee of the Associa- 
tion. Other appointments made at the meeting for the 
coming year are as follows: Dr. John L. Elliott, Sa- 
vannah, membership committee chairman, Dr. C. J. 
Williams, Savannah, professional and clinic committee 
chairman, and Dr. Ellison R. Cook, III, Savannah, 
was named to the executive committee. 

Dr. T. Gray Fountain, Albany, has been made a 
diplomate of the American Board of Surgery. 

Dr. Maurice F. Arnold, Hawkinsville, was elected 
president-elect of the Georgia Academy of General 
Practice at the organization’s recent annual meeting. 

Dr. W. G. Elliott, Cuthbert, was installed as presi- 
dent of the Georgia Academy of General Practice at 
the recent annual meeting held in Augusta. 

Dr. John H. Robinson, Americus, has been elected 
to the Board of Aldermen in Americus. 

Dr. Thomas Reeve, Carrollton, has been elected 
chief of staff of Turner Memorial Hospital for the 
coming year. Dr. W. Steve Worthy was named vice- 
chief and chief of obstetrics and gynecology, and Dr. 
Francis M. Parks, secretary-treasurer. 

Dr. Daniel C. Elkin, former chairman of the De- 
partment of Surgery of Emory University School of 
Medicine, has been named president-elect of the Am- 
erican College of Surgeons. Dr. Elkin is the first 
Georgian to be so honored. 

Dr. Eugene B. Ferris, Atlanta, was elected vice- 
president of the American Heart Association at the 
annual meeting of the assembly of the Association. 
Four other Georgians were named to the American 
Heart Association’s Board of Directors. They are: Dr. 
R. Bruce Logue, Atlanta, Dr. Carter Smith, Atlanta, 
Dr. William F. Hamilton, Augusta, and Dr. Arthur J. 
Merrill, Atlanta. 

Dr. Lamar B. Peacock, Atlanta, has accepted the 
appointment as director of the medical branch of At- 
lanta Metropolitan Area’s Civil Defense organization. 

The American College of Surgeons recently induct- 
ed Dr. Calder B. Clay, Jr., and Dr. W. Devereaux 
Jarratt, Jr., Macon, as fellows. Also, Dr. Alfred O. 
Colquitt, Marietta, and Dr. Walter G. Hackett, Rome, 
have received the same honor. 


KENTUCKY 


Dr. Richard R. Slucher, Buechel, former vice-chair- 
man of the Council of the Kentucky State Medical 
Association, was elected president-elect at the 1955 an- 
nual meeting. 

Dr. James Vernon Pace, Paducah, councilor from 
the first district, was clected chairman of the Ken- 
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tucky State Medical Association at the reorganization 
meeting during the 1955 annual session. 

The Kentucky State Medical Association honored 
two of its members at the 1955 annual meeting. Dr. 
J. B. Lukins, Louisville, received the E. M. Howard 
Award for outstanding achievement about five years 
ago. Dr. Lukins limits his practice to gynecological 
surgery. Dr. A. O. Miller, Scottsville, was named the 
Outstanding General Practitioner of the year. 

Dr. Harry C. Denham, Maysville, physician and sur- 
geon, has been appointed by Governor Lawrence 
Wetherby as a trustee of the University of Kentucky. 

Dr. Vinson Pierce, Covington, was elected president 
of the Kentucky Chapter of the American College of 
Surgeons at the recent annual meeting. Other offi- 
cers elected were Dr. Arnold Griswold, Louisville, 
vice-president, and Dr. R. W. Robertson, Paducah, 
councilor. Dr. James Drye, Louisville, was re-elected 
secretary. 

Dr. Kenneth R. Andrews, Lexington, allergy spe- 
cialist, has been appointed to the staff of the Univer- 
sity of Louisville School of Medicine as instructor of 
medicine. 

The Kentucky Chapter of the Eye, Ear, Nose and 
Throat Society recently elected Dr. Wynant W. Dean, 
Louisville, president. Other officers elected were: Dr. 
William O. Preston, Lexington, vice-president, Dr. 
Buerk Zimmerman, Louisville, secretary, and Dr. Ar- 
thur H. Keeney, Louisville, treasurer. 

Dr. Don A. Kantley, Birmingham, Alabama, re- 
cently joined the staff of the Vaughn Clinic at Hen- 
derson. He will limit his practice to pediatrics. 

Dr. John Watts, radiologist, recently was added to 
the staff of the Logan County Hospital. Dr. Watts is 
a native of Louisville. 

Dr. H. L. Gragg, a physician for 44 years, was re- 
cently honored in Lebanon City with a day named in 
his honor and a special three hour program. 

The newly appointed Governor’s Committee on 
Rehabilitation will conduct a survey to encompass the 
resources and needs for training the physically and 
mentally handicapped in Kentucky. The survey will 
be under the supervision of the Legislative Research 
Commission. Physicians serving on the committee are 
Dr. J. Gant Gaither, Hopkinsville, president-elect. 
Kentucky State Medical Association, Dr. J. Murray 
Kinsman, Louisville, dean, University of Louisville 
School of Medicine, Dr. Franklin B. Moosnick and Dr. 
Marshal M. Jones, both of Lexington, and Dr. Asa 
Barnes, Louisville, who also serves as an alternate on 
the executive committee. 


Dr. Douglas M. Haynes, Louisville, has been in- 
ducted in Fellowship in the American Academy of 
Obstetrics and Gynecology. 


LOUISIANA 


Dr. J. Kelly Stone, New Orleans, was elected presi- 
dent of the Louisiana Surgical Society at its annual 
meeting in November. Other officers elected to serve 
with Dr. Stone were Dr. Charles McVay, Baton Rouge, 
first vice-president, Dr. Sidney L. Charbonnet, Jr., 
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Dr. Willis E. Brown, University of Arkansas School of 
Medicine, Little Rock, Arkansas 

Dr. Preston A. McLendon, 2146 Wyoming Avenue, 
Washington 8, D. C. 

Dr. Charles Rieser, 819 Cypress Street, N.E., Atlanta, 
Georgia 

Dr. John H. Lamb, Medical Arts Building, Oklahoma 
City 2, Oklahoma 

Dr. J. F. A. McManus, University of Alabama Medical 
Center, Birmingham 5, Alabama 

Dr. Stanley A. Hill, 607 Fillmore Street, Corinth, Mis- 
sissippi 

Councilors 

Dr. J. Morris Reese, Chairman, Medical Arts Build- 
ing, Baltimore 1, Maryland 

Dr. A. Clayton McCarty, Vice-Chairman, 1414 Hey- 
burn Building, Louisville 2, Kentucky 
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Dr. Lee F. Turlington, 1922 Tenth Avenue, South, 
Birmingham 5, Alabama 

Dr. Fount Richardson, 316 West Dickson Street, Fay- 
etteville, Arkansas 

Dr. Harry Lee Claud, Suite 1010, 1835 Eye Street, 
N.W., Washington 6, D. C. 

Dr. Joseph S. Stewart, 803 duPont Building, Miami 32, 
Florida 

Dr. Jack C. Norris, 138 Doctors Building, 490 Peach- 
tree Street, N.E., Atlanta, Georgia 

Dr. J. Kelly Stone, 1145-47 National Bank of Com- 
merce Building, New Orleans 12, Louisiana 

Dr. J. F. Lucas, 501 West Washington Avenue, Green- 
wood, Mississippi 

Dr. Grayson Carroll, 609 Humboldt Building, St. 
Louis 3, Missouri 

Dr. H. L. Brockmann, 649 North Main Street, High 
Point, North Carolina 

Dr. Henry H. Turner, 1200 North Walker Street, 
Oklahoma City 3, Oklahoma 

Dr. J. W. Jervey, Jr., 101 Church Street, Greenville, 
South Carolina 

Dr. Charles R. Thomas, Medical Arts Building, Chat- 
tanooga 3, Tennessee 

Dr. Robert D. Moreton, 815 Medical Arts Building, 
Fort Worth 2, Texas 

Dr. Donald S. Daniel, Johnston-Willis Hospital, Rich- 
mond 21, Virginia 

Dr. V. Eugene Holcombe, Suite 214 Medical Arts 
Building, Charleston, West Virginia 


Executive Committee of Council 
Dr. W. Raymond McKenzie, President, Chairman 
Dr. J. P. Culpepper, Jr., President-Elect 
Dr. W. Kelly West, First Vice-President 
Dr. J. Morris Reese, Chairman of Council 
Dr. A. Clayton McCarty, Vice-Chairman of Council 
Dr. Henry H. Turner 


Board of Trustees 


(All are Past Presidents) 

Dr. Hamilton W. McKay, Chairman, (1956), 1012 
Kings Drive, Charlotte 7, North Carolina 

Dr. Curtice Rosser, (1957), 710 Medical Arts Build- 
ing, Dallas 1, Texas 

Dr. Walter E. Vest, (1958), 1115 Ninth Avenue, Hunt- 
ington 1, West Virginia 

Dr. Walter C. Jones, (1959), 550 Brickell Avenue, 
Miami 32, Florida 

Dr. Alphonse McMahon, (1960), 816 Missouri Theatre 
Building, St. Louis 3, Missouri 

Dr. R. L. Sanders, (1961), 899 Madison Avenue, Mem- 
phis 3, Tennessee 


Section Officers 


Section on Allergy 


Dr. A. Ford Wolf, Chairman, Scott and White Clinic, 
Temple, Texas 
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THE GOLDEN ANNIVERSARY KEY 


This year—1956—is an important mile- 
stone for the Southern Medical Association. 
Your officers felt that an appropriate em- 
blem of this fifty year story of service to 
Medicine should be fashioned—one that 
every member could proudly possess. 

The idea of a Golden Anniversary Key 
(illustrated in full color on opposite side) 
is the brain child of Dr. Jack Norris, At- 
lanta, Councilor from Georgia. Dr. Norris 
submitted pencil sketches from which our 
artists designed this unique Key. 

Every member of the Association is 


eligible to own one. In addition to a choice 
of gold content, the Key may be embel- 
lished with one or more diamonds accord- 
ing to the length of time a physician has 
been a member. One diamond is permitted 
for each completed decade of membership. 
New members, and members belonging to 
the Association for less than ten years may 
own the Key without diamonds. 

The Association hopes that a large ma- 
jority of the members will want a Key as 
a token of membership in an organization 
which proudly celebrates its Golden Anni- 
versary. 


ORDER FORM 


Southern Medical Association, Room 1017, Empire Building, Birmingham, Alabama 


Please accept my order (check enclosed) for a “Golden Anniversary Key” to be made up as follows: 


1/10K double rolled gold plate $ 5.00 


10K solid gold 8.00 
14K solid gold 11.00 Amount for Key , = 
10-20 years membership 1 diamond Extra charges for diamonds (each) 
1 int stone $ 5.00 
20-30 bersh 2 diamonds = 
ad 1.5 point stone 6.50 
30-40 years membership 3 diamonds 2 point stone 8.25 
40 or more years membership 4 diamonds 3 point stone 10.00 
Please add diamonds (_ points) at $ each 
Total for diamonds $ 
Engraving: Physicians may have their Total for complete Key (check enclosed) $ 
own local jeweler engrave their name — eo MD. 
on back of Key. Form suggested: 
John Doe, M.D. Address: 


NOTE: The Southern Medical Association will ship Key to the name and address above unless otherwise instructed— 
allow 90 days for delivery 
Prices include Federal pe State Taxes. 
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Dr. Cecil Mayor Kohn, Vice-Chairman, 630 Profes- 
sional Building, Kansas City, Missouri 

*Dr. Thomas G. Johnston, Secretary, 1425 West 7th 
Street, Little Rock, Arkansas 


Section on Anesthesiology 


Dr. Oral B. Crawford, Chairman, 215 Professional 
Building, Springfield, Missouri 

Dr. G. Bittenbender, Vice-Chairman, Department of 
Anesthesiology, University Medical Center, Jackson, 
Mississippi 

*Dr. William F. Bageant, Secretary, 3754 Jocelyn 
Street, N.W., Washington 15, D. C. 


Section on Dermatology and Syphilology 


*Dr. Everett R. Seale, Chairman, 1017 Medical Arts 
Building, Houston, Texas 

*Dr. Herbert S. Alden, Vice-Chairman, Suite 600 Strick- 
ler Building, 1293 Peachtree St., N.E., Atlanta, 
Georgia 

Dr. Edward P. Cawley, Secretary, University of Vir- 
ginia Hospital, Charlottesville, Virginia 


Section on Gastroenterology 


Dr. John M. Rumball, Chairman, Veterans Adminis- 
tration Hospital, Coral Gables, Florida 
*Dr. Fred A. J. Geier, Vice-Chairman, 
Street, N.W., Washington 6, D. C. 

*Dr. James O. Burke, Secretary, Medical College of 
Virginia Hospital, 1200 East Broad Street, Rich- 
mond 19, Virginia 
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Section on General Practice 


Dr. Guy T. Vise, Chairman, Vise Clinic, Meridian, 
Mississippi 

Dr. J. O. S. Holt, Jr., Vice-Chairman, 3707 Gaston 
Avenue, Dallas 1, Texas 

*Dr. E. Paul Knotts, Secretary, 406 Market Street, 
Denton, Maryland 


Section on Gynecology 


Dr. Willis E. Brown, Chairman, University of Ar- 
kansas School of Medicine, Little Rock, Arkansas 
*Dr. James M. Brockman, Vice-Chairman, 188 South 

Bellevue, Suite 319, Memphis 4, Tennessee 
Dr. Robert H. Barter, Secretary, 901 23rd Street, N.W., 
Washington, D. C. 


Section on Industrial Medicine and Surgery 


Dr. Logan T. Robertson, Chairman, Occupational 
Health Services, P. O. Box 2509, Asheville, North 
Carolina 

*Dr. Robert A. Wise, Vice-Chairman, P. O. Box 2180, 
Houston 1, Texas 

*Dr. R. Leon Bourland, Secretary, 305 Methodist 
Hospital Doctors Building, Memphis 4, Tennessee 


Section on Medicine 


Dr. R. Wayne Rundles, Chairman, Duke University 
Hospital, Department of Medicine, Durham, North 
Carolina 

Dr. Howard L. Holley, Chairman-Elect, 620 South 
20th Street, Birmingham 3, Alabama 

*Dr. Frank M. Acree, Vice-Chairman, 130 North Shel- 
by Street, Greenville, Mississippi 

Dr. Robert M. Bird, Secretary, 800 N.E. 13th Street, 
Oklahoma City 4, Oklahoma 
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Section on Neurology and Psychiatry 


*Dr. Walter O. Klingman, Chairman, Department of 
Neurology and Psychiatry, University of Virginia 
Hospital, Charlottesville, Virginia 

*Dr. Charles Watkins, Vice-Chairman, Louisiana State 
University School of Medicine, New Orleans, Louisiana 

Dr. Martin L. Towler, Secretary, 112 North Boule- 
vard, Galveston, Texas 


Section on Obstetrics 


Dr. Garth L. Jarvis, Chairman, Department ot Obstet- 
rics and Gynecology, University of Texas Medical 
Branch, Galveston, Texas 

*Dr. Robert A. Ross, Vice-Chairman, Memorial Hos- 
pital, Chapel Hill, North Carolina 

Dr. Robert F. Monroe, Secretary, 332 West Broadway, 
Louisville 2, Kentucky 


Section on Ophthalmology and Otolaryngology 


Dr. Frederick A. Holden, Chairman, Medical Arts 
Building, Baltimore 1, Maryland 

*Dr. Sherman B. Forbes, Chairman-Elect, 706 Frank- 
lin Street, Tampa 2, Florida 

*Dr. William J. G. Davis, Vice-Chairman, 1632 K 
Street, N.W., Washington 6, D. C. 


Dr. G. Slaughter Fitz-Hugh, Secretary, 104 East Market 
Street, Charlottesville, Virginia 


Section on Orthopedic and Traumatic Surgery 


Dr. S. Benjamin Fowler, Chairman, 1921 Broadway, 
Nashville 4, ‘Tennessee 

*Dr. Milton C. Cobey, Vice-Chairman, 1726 Eye Street, 
N.W., Washington 6, D. C. 

Dr. J. Leonard Goldner, Secretary, Duke Hospital, 
Durham, North Carolina 


Section on Pathology 


Dr. Albert E, Casey, Chairman, 2236 Highland Ave- 
nue, South, Birmingham 5, Alabama 


Dr. Gretchen V. Squires, Vice-Chairman, Baptist Hos- 
pital, 1000 West Moreno Street, Pensacola, Florida 


*Dr. Oscar B. Hunter, Jr., Secretary, 915 19th Street, 
N.W., Washington 6, D. C. 


Section on Pediatrics 


*Dr. Arild E. Hansen, Chairman, Department of 
Pediatrics, University of Texas Medical Branch, 
Galveston, Texas 


*Dr. Nelson K. Ordway, Vice-Chairman, University of 
North Carolina School of Medicine, Chapel Hill. 
North Carolina 


*Dr. Blair E. Batson, Secretary, Chairman and Pro- 
fessor of Department of Pediatrics, University Medi- 
cal Center, Jackson, Mississippi 


Section on Physical Medicine and Rehabilitation 


Dr. Louis P. Britt, Chairman, Campbell Clinic, 869 
Madison Avenue, Memphis 3, Tennessee 


Dr. A. B. C. Knudson, Vice-Chairman, Director, Physi- 
cal Medicine & Rehabilitation Service, Veterans Ad- 
ministration Central Office, Room 880, Washington 
35, D.C. 

*Dr. Oscar O. Selke, Jr., Secretary, 1203 Ross Sterling 
Avenue, Hermann Hospital Building, Houston 25, 
Texas 
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Section on Proctology 
Dr. Edgar Boling, Chairman, 245 Doctors Building, 
Atlanta 8, Georgia 
*Dr. Garnet W. Ault, Vice-Chairman, 921 20th Street, 
N.W., Washington 6, D. C. 


Dr. J. Wade Harris, Secretary, 907 Hermann Profes- 
sional Building, Houston 25, Texas 


Section on Public Health 


Dr. Kirk T. Mosley, Chairman, 801 N.E. 13th Street, 
Oklahoma City 4, Oklahoma 


*Dr. W. P. Gardiner, Vice-Chairman, 507 Carondelet 
Street, New Orleans, Louisiana 


Dr. William W. Schottstaedt, Secretary, University of 
Oklahoma School of Medicine, 800 N.E. 13th Street, 
Oklahoma City 4, Oklahoma 


Section on Radiology 


Dr. Charles M. Gray, Chairman, 603 Citizens Build- 
ing, Tampa 2, Florida 

Dr. Jesshill Love, Vice-Chairman, St. Joseph Infirmary, 
Louisville 8, Kentucky 

*Dr. Ted F. Leigh, Secretary, Emory University Hos- 
pital, Emory University, Georgia 


Section on Surgery 


*Dr. George H. Yeager, Chairman, 314 Medical Arts 
Building, Baltimore 10, Maryland 
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*Dr. Arthur S. Brinkley, Vice-Chairman, 601 Medical 
Arts Building, Richmond 19, Virginia 


Dr. Robert W. Bartlett, Secretary, 929 University Club 
Building, St. Louis 3, Missouri 


Section on Urology 
Dr. Milton M. Coplan, Chairman, 550 Brickell Ave. 
nue, Miami 32, Florida 


*Dr. Thomas Palmer Shearer, Vice-Chairman, 41] 
Hermann Professional Building, Houston 25, Texas 


*Dr. H. King Wade, Jr., Secretary, 231 Central Ave. 
nue, Hot Springs, Arkansas 


Woman’s Auxiliary to the Southern Medical Association 


Mrs. John J. O’Connell, President, St. Louis, Missouri 

Mrs. O. W. Robinson, President-Elect, Paris, Texas 

Mrs. George Owen, First Vice-President, Jackson, Mis. 
sissippi 

Mrs. Ross P. Daniel, Second Vice-President, Beckley, 
West Virginia 

Mrs. W. G. Thuss, Third Vice-President, Birming- 
ham, Alabama 

Mrs. Park Niceley, Treasurer, Knoxville, Tennessee 

Mrs. Shelley C. Davis, Recording Secretary, Atlanta, 
Georgia 

Mrs. H. E. Christenberry, Historian, Knoxville, Ten- 
nessee 


*New Officer—Elected Houston Meeting, 1955 
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second vice-president, Dr. E. L. Leckert, treasurer, and 
Dr. Henry G. Butker, secretary. 

A grant of $9,648 has been made to Tulane Uni- 
versity by the Playtex Park Research Institute, a New 
York foundation supporting pediatric research. Basic 
research under the grant will be into the cause and 
prevention of infantile eczema. 

Dr. Philip W. West, Boyd, professor of chemistry 
at LSU and an international authority on spot test 
technics, developed a new rapid spot test that iden- 
tifies the faintest traces of gold in five minutes after 
a 15-month search for a proper reagent. 

Dr. Ralph H. Riggs, Shreveport, who was one of 
the five charter members of the American Rhinologic 
Society, was elected president for the coming year at 
a recent meeting of the Society. 

Dr. Vincent J. Derbes, professor of medicine in the 
Tulane University School of Medicine, has been ap- 
pointed head of the division of allergy and derma- 
tology in the school’s Department of Internal Medi- 
cine. 

Dr. H. S. Mayerson, chairman of the Department of 
Physiology at Tulane University, has been appointed 
to a committee to select candidates for foreign study 
awards. 


Dr. Charles E. Dunlap, professor and chairman of 
the Department of Pathology in the Tulane Univer- 
sity School of Medicine, has been elected to the board 
of directors of the Oak Ridge Institute of Nuclear 
Studies. He is one of six newly elected members and 


will serve as one of the 15-man board of directors. 

Dr. Emma S. Moss, clinical professor of pathology, 
Louisiana State University School of Medicine, was in- 
stalled as president of the American Society of Clini- 
cal Pathologists at their meeting in Chicago recently. 

Dr. C. Grenes Cole, New Orleans, was elected chair- 
man of the Advisory Committee of the State Journal 
Advertising Board at the recent meeting of the State 
Medical Journal Conference in Chicago. 

Dr. Abe Mickal, New Orleans, was recently named 
athletic council member of the Louisiana State Uni- 
versity alumni federation. 

Dr. James T. Nix, New Orleans, was recently in- 
stalled president of the American College of Gastro- 
enterology at the annual meeting of the College. 

Dr. Donovan C. Browne, New Orleans, was one of 
six educators throughout the nation to receive an 
honorary fellowship in the College. 

Dr. Jules Myron Davidson and Dr. Irving A. Levin, 
New Orleans, have recently been awarded fellowships 
in the American College of Gastroenterology. 

Dr. Ben O. Morrison, New Orleans, has been made 
a member in the American College of Gastroen- 


terology. 
MARYLAND 


Dr. Arthur L. Haskins, Jr., assistant professor of 
obstetrics and gynecology at Washington University 
School of Medicine, St. Louis, has been named pro- 
fessor of obstetrics and gynecology at the University 
of Maryland School of Medicine and College of Phy- 
sicians and Surgeons, Baltimore, to succeed Dr. Louis 
H. Douglass, who retired recently. 
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The James Lawrence Kernan Hospital and Indus- 
trial School for Crippled Children, Baltimore, has 
opened a rehabilitation center that will place special 
emphasis on prosthesis and special bracing problems. 

Dr. Dean W. Roberts, Baltimore, since 1952 director 
of the National Commission on Chronic Illness, has 
been appointed executive director of the National 
Society for Crippled Children and Adults. Dr. Rob- 
erts is a lecturer in Public Health Administration at 
Johns. Hopkins University, Baltimore. 

Dr. Albert I. Mendeloff, associate professor of 
medicine and preventive medicine, Washington Uni- 
versity School of Medicine, St. Louis, has been ap- 
pointed full-time clinical chief-of-staff in medicine at 
the Sinai Hospital, Baltimore, associate professor in 
medicine at the Johns Hopkins University School of 
Medicine, and physician on the staff of the Johns 
Hopkins Hospital, Baltimore. 

Dr. John D. Young, Jr., has been appointed pro- 
fessor of urological surgery to fill the vacancy created 
by the retirement of Dr. W. Houston Toulson at the 
University of Maryland School of Medicine and Col- 
lege of Physicians and Surgeons, Baltimore. 

Dr. James D. Murphy, chief of surgical service at 
the Veterans Administration Hospital in Oteen, North 
Carolina, has been appointed manager of the VA Hos- 
pital at Baltimore. 

Dr. Donald Stubbs, president of the Blue Shield 
Plan in Washington, D. C., has been elected a repre- 
sentative from that district to serve on the Blue Shield 
Commission. 


MISSOURI 


Dr. R. Walter Schlesinger, of the Public Health Re- 
search Institute of the City of New York, has been ap- 
pointed professor of microbiology and director of the 
department at the St. Louis University School of 
Medicine to replace Lloyd R. Jones, Ph.D., who, be- 
cause of ill health, resigned. 


Dr. Charles O. Metz was recently installed as presi- 
dent of the St. Louis Academy of General Practice. 
Other officers installed include Dr. Walter T. Gunn, 
president-elect, Dr. Walter C. Gray, vice-president, Dr. 
Eugene W. Hall, secretary, Dr. Herbert J. Rudi, 
treasurer. 

A testimonial dinner was given recently for Dr. 
Hillel Unterberg, St. Louis, by the staff of Alexian 
Brothers Hospital, St. Louis. Announcement was made 
at the dinner that the Department of Neuropsychi- 
atry would now be known as the Hillel Unterberg De- 
partment of Neuro-Psychiatry. 

Dr. M. Hayward Post, St. Louis, was elected a vice- 
president of the American Academy of Ophthalmology 
and Otolaryngology at the sixtieth annual meeting in 
Chicago. 

Among alumni in attendance at a reunion of the 
University Medical College, Kansas City, was Dr. G. 
Wilse Robinson, Sr., who taught physiology in the 
school from 1903 to 1913. 

New officers of the medical staff of Deaconess Hos- 
pital, St. Louis, recently elected, are Dr. Clarence E. 
Mueller, president, Dr. Edward M. Cannon, vice- 
president, and Dr. Birkle Eck, secretary-treasurer. 
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Dr. Carl A. Moyer, St. Louis, has been named as 
one of the members of a newly created advisory com- 
mittee on research to the Veterans Administration. 


The St. John’s Hospital, Springfield, has recently 
elected the following officers: Dr. T. E. Ferrell, Spring- 
field, president, Dr. W. R. Langston, president-elect, 
Dr. Dallas Anthony, secretary, Dr. M. D. Bondbrake, 
treasurer, Dr. Robert D. Duncan, chairman of surgical 
service, and Dr. E. E. Glenn, chairman of the medical 
sections. 

Dr. Augustin Jones, St. Louis, was recently elected 
president of the Doctor’s Medical Foundation. 

Dr. Durward G. Hall, Springfield, was recently 
elected president of the Southwest Missouri chapter 
of the American College of Surgeons. 

Dr. George E. Thoma, St. Louis, was recently elect- 
ed to the board of governors of the Central Society of 
Nuclear Medicine for a term of three years. 

Dr. Lawrence P. Engel, Kansas City, was recently 
elected vice-chairman of the Kansas City Club Presi- 
dent’s Round Table. 

The Missouri Division, American Cancer Society 
recently elected Dr. Joseph L. Fisher, president. 
Among members elected to the executive committee 
for a one year term were Dr. Edwin C. Ernst, St. 
Louis, Dr. Claude J. Hunt, Kansas City, Dr. Thomas 
W. Martin, St. Louis, Dr. E. Kip Robinson, Kansas 
City, and Dr. Everett D. Sugarbaker, Jefferson City. 

Dr. V. D. Vandiver, Chillicothe, was elected presi- 
dent of the Livingston County Tuberculosis Associa- 
tion at a recent meeting. 


Dr. Oliver H. Lowry, professor of pharmacology 
and head of the Department at the Washington Uni- 
versity Medical School since 1947, recently was named 
dean. Dr. Lowry, whose appointment was effective 
immediately, will continue in his posts in the Depart- 
ment of Pharmacology. 

Dr. Saul Rosenzweig, professor of medical psychol- 
ogy, Washington University, was elected national rep- 
resentative of the American Psychological Association 
to the International Group for the coordination of 
Psychiatry and Psychological Methods. 

Dr. William H. Olmsted, associate professor emeri- 
tus of clinical medicine, Washington University, has 
been reappointed vice-chairman of the national com- 
mittee on diabetes detection and education. He also 
was elected to a fourth term as treasurer of the Ameri- 
can Diabetes Association. 

Dr. S. Richard Silverman, professor of audiology 
and director of the Central Institute for the Deaf, 
recently was awarded the honors of the American 
Speech and Hearing Association. The award was 
made “in recognition of a career distinguished in the 
fields of administrative, scholarly achievement, un- 
stinting effort for the advancement of services to 
handicapped people, and loyal assistance to our or- 
ganization.” 


NORTH CAROLINA 


The Surgeon General of the United States Public 
Health Service has awarded a grant of $3,748 to 
Duke University School of Medicine, acting on behalf 
of the Association of Southern Professors of Psychiatry 
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to support an Institute on Psychiatric Education. The 
emphasis throughout is to be on the first and second 
year of medical training. Dr. Ewald W. Busse, pro- 
fessor and chairman, Department of Psychiatry, Duke 
University and secretary-treasurer of the Association 
of Southern Professors of Psychiatry is the responsible 
grantee. Thirty medical schools are in the area repre- 
sented by the Association. Meetings are held twice a 
year, and the purpose of the organization is to im- 
prove and develop more effective methods of teaching 
psychiatry. 

Former surgical residents among Duke University 
Medical Alumni have appointed a committee to or- 
ganize “The Deryl Hart Society” in honor of Dr. 
Deryl Hart, professor and chairman of surgery. Dr. 
William F. Hollister, Pinehurst, is chairman of the 
organizational committee. Some 38 residents have 
trained under Dr. Hart, recently elected president of 
the Southern Surgical Association, who has been chief 
of the surgical service since Duke Hospital and Duke 
Medical School opened in 1930. 


OKLAHOMA 


Dr. W. K. West, Oklahoma City, was named first 
vice-president of the Southern Medical Association at 
the meeting held in Houston, in November. This 
places him in line for the presidency of the organiza- 
tion. At the same meeting, Dr. Henry H. Turner, also 
of Oklahoma City, was named to the executive com- 
mittee. 

Dr. B. L. Dietrich, Boise City, has been appointed 
Cimarron County superintendent of health. 

Dr. Ralph McGill, Tulsa, has been elected treasurer 
of Oklahoma Blue Shield Board of Trustees to suc- 
ceed James Stevenson, who died recently. 

Dr. Jack Baxter, Shawnee, has been promoted to 
the rank of full commander in the naval reserve. He 
is stationed at Will Rogers Field, Oklahoma City, as 
senior medical officer of the armed forces examining 
and naval recruiting station. 

Dr. C. E. Lively, McAlester, was installed as presi- 
dent of the University of Oklahoma Medical School 
Alumni Association, at a meeting held recently in 
Oklahoma City. 

Dr. F. Redding Hood, Oklahoma City, has been 
named to the board of directors of the American 
Heart Association. He is a past president of the state 
organization. 

Dr. L. C. Kuyrkendall, McAlester, was recently ad- 
vanced to the 33rd degree by the supreme council of 
Scottish Rite Masonry. 

Dr. Charles A. Beck, Lindsay, has moved into his 
new clinic in that city. An eleven room modern build- 
ing which includes laboratory, x-ray rooms, two ex- 
amining rooms and a specially designed room for 
children. 

Dr. Paul C. Gallaher, Shawnee, recently opened his 
new Medical and Surgical Clinic in Shawnee. It con- 
tains 34,000 feet of floor space. 

The new Hillcrest Clinic in Bartlesville has recently 
been opened by Dr. William H. Aldredge, Dr. Clair 
Liebrand, Dr. H. Lee Owen, and Dr. Brock R. West- 
brook. 


Dr. Roscoe Walker recently received a Life Mem- 
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bership certificate at a meeting of the Tulsa County 
Medical Society. 

At a dinner of the Carter County Medical Society, 
Dr. R. Q. Goodwin, Oklahoma State Medical Associa- 
tion president, presented 50 year pins to Dr. W. G, 
Hathaway, One Grove, Dr. J. L. Cox, Ardmore, and 
posthumously to Dr. E. R. Barker, Healdton. Mrs, 
Barker received Dr. Barker’s pin. 

Seven pioneer physicians in the Bartlesville area 
were honored recently at a banquet given by the 
Chamber of Commerce of Bartlesville. Approximately 
300 persons attended. Those honored were Dr. J. v. 
Athey, Dr. Elizabeth Chamberlin, Dr. William Le- 
Blanc, Dr. W. H. Shipman, Dr. J. G. Smith, Dr. O. §. 
Somerville, and Dr. B. F. Staver. Dr. LeBlanc was also 
presented with a Life Membership certificate and 50 
Year Pin. The presentation, made by Dr. R. Q. Good- 
win, Oklahoma State Medical Association president, 
was made to Mrs. LeBlanc as her husband could not 
attend. 

The teaching of psychiatry has been expanded at 
the University of Oklahoma School of Medicine, 
Oklahoma City, with the opening of the first 20 of 
60 neuro-psychiatric beds at University Hospitals and 
the use of 114 affiliated beds at the Oklahoma City 
Veterans Administration Hospital and with the ap- 
pointment of two full-time associate professors of 
psychiatry: Dr. Donald C. Greaves and Dr. John Gus- 
sen, both formerly affiliated with the Payne-Whitney 
Clinic in New York City. Dr. Gussen taught at Stock- 
holm’s Karoline University Hospital before coming to 
Oklahoma. 


SOUTH CAROLINA 


Dr. Edward F. Parker, Jr., Charleston, was recently 
elected vice-president of the Southern Thoracic Sur- 
gical Association at its meeting at the Greenbrier, 
White Sulphur Springs, West Virginia. 

Newly elected officers of the South Carolina Radi- 
ological Society include: Dr. George W. Smith, Co- 
lumbia, president, Dr. Willis S. Hood, Greenville, 
vice-president, and Dr. Samuel W. Lippincott, Charles- 
ton, secretary-treasurer. 

The Medical Society of South Carolina held its an- 
nual meeting November 17, 1955. Dr. Robert Wilson 
was elected president, Dr. Arthur Rivers, vice-presi- 
dent, and Dr. F. M. Ball, secretary-treasurer. 


TENNESSEE 


Dr. Robert A. Knight, Memphis, was elected secre- 
tary-treasurer of the American Academy for Cerebral 
Palsy meeting held recently in Memphis. 

The Tennessee Radiological Society recently 
elected Dr. John M. Wilson, Memphis, president, Dr. 
Ben R. Mayes, Nashville, vice-president, and Dr. 
George K. Henshall, Chattanooga, secretary-treasurer. 

Dr. R. R. Overman, director of the Section of Clin- 
ical Physiology at the University of Tennessee, and 
Dr. George Barlow, assistant professor of physiology, 
have been awarded research grants totaling $13,023. 
A $7,773 grant will support “A Physiological Study of 
Hyperpyrexmia in Dogs and Monkeys.” The American 
Heart Association has awarded $5,250 for a study of 
“The Mechanics of Ionic Distribution in Experimental 
Cardiovascular Disorders.” 


VOLUME 49 


The Oak Ridge Institute of Nuclear Studies has 
recently issued a new brochure, describing it Oak 
Ridge Graduate Fellowship Program, which enables 
graduate students in the sciences to conduct their 
thesis research in the facilities of Oak Ridge labora- 
tories. 

Dr. R. Eustace Semmes, pioneer in neurosurgery 
and member of the staff of the University of Tennes- 
see College of Medicine since 1912, was relieved of his 
administrative duties last December 31 at the college. 
The announcement was made by Dr. O. W. Hyman, 
vice-president of the University in charge of the Medi- 
cal Units and dean of the College of Medicine. Dr. 
Semmes will retain his title as professor of neuro- 
surgery. 

The Knoxville Academy of Medicine recently elect- 
ed Dr. J. Gilbert Eblen, president-elect for 1957. Dr. 
Leon J. Willien was elected vice-president, and Dr. 
Ralph Monger, re-elected secretary-treasurer. Dr. B. M. 
Overholt was installed as president for 1956, succeed- 
ing Dr. E. Charles Sienknecht. 

The Robertson County Medical Society at its regu- 
lar monthly meeting elected Dr. Carroll M. Looney, 
president, Dr. J. E. Wilkinson, vice-president, and Dr. 
John S. Freeman was re-elected secretary-treasurer. 

The Middle Tennessee Medical Association recently 
elected Dr. Daniel R. Gray, Jr., Columbia, president- 
elect. 

Dr. Ernest W. Goodpasture, Professor Emeritus of 
Pathology, was honored with a dinner on November 
18. Dr. Goodpasture retired as head of the Depart- 
ment of Pathology July 1, 1955, and is now scientific 
director at the Armed Forces Institute of Pathology. 
Dr. Charles S$. Robinson, Professor Emeritus of Bio- 
chemistry, presided at the dinner. 

Dr. Robert A. Waters, Chattanooga, has been certi- 
fied by the American Board of Neurological Surgery. 

Dr. Stewart Lawwill, Jr., Chattanooga, has been 
admitted as a diplomate of the American Board of 
Ophthalmology. 

Dr. James W. Polk, Union City, has been inducted 
as a Fellow of the American College of Surgeons. 

The new officers of the medical staff of the Holston 
Valley Community Hospital are Dr. R. Hyatt Brown, 
Dr. William Harrison, and Dr. Robert Doty, all of 
Kingsport. 


TEXAS 


Dr. Denton Kerr, Houston, is the new second vice- 
president of the Southern Medical Association, and 
Mrs. O. W. Robinson, Paris, has been chosen presi- 
dent-elect of the Woman’s Auxiliary. Other Texans 
who played a big part in the mid-November Southern 
Medical Association meeting in Houston are Dr. Rob- 
ert D. Moreton, Fort Worth, who succeeded Dr. Mil- 
ford O. Rouse, Dallas, as councilor from Texas, and 
ten Texans who were elected Section Officers. They 
are Dr. A. Ford Wolf, Temple, chairman, allergy; 
Dr. Everett R. Seale, Houston, chairman, dermatology 
and syphilology; Dr. J. O. S. Holt, Jr., Dallas, vice- 
chairman, general practice; Dr. Robert A. Wise, Hous- 
ton, vice-chairman, industrial medicine and surgery; 
Dr. Martin L. Towler, Galveston, secretary, neurology 
and psychiatry; Dr. Garth L. Jarvis, Galveston, chair- 
man, obstetrics; Dr. Arild E. Hansen, Galveston, chair- 
man, pediatrics; Dr. Oscar O. Selke, Jr., Houston, 
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secretary, physical medicine and rehabilitation; Dr. J. 
Wade Harris, Houston, secretary, proctology; and Dr. 
Thomas P. Shearer, Houston, vice-chairman, urology. 
Mrs. Seward H. Wills, Houston, continues as council 
woman for Texas. 

The University of Texas M. D. Anderson Hospital 
and Tumor Institute announces that facilities and 
equipment for therapy and research in the field of 
malignant diseases are provided for qualified appli- 
cants seeking training and research opportunities in 
oncology. Fellowships and residencies are under the 
auspices of the University of Texas Postgraduate 
School of Medicine. For information write to Dr. 
Grant Taylor, Office of Education, University of 
Texas M. D. Anderson Hospital and Tumor Institute, 
Texas Medical Center, Houston 25. 

Dr. G. Lucile Robey has been chosen “Typical Busi- 
ness or Professional Woman,” by the Business and 
Professional Women’s Club of Houston, which she 
has served as president. She has also been chairman 
of the health and safety committee for the local club 
and the state federation and chairman of the interna- 
tional relations committee. 

Dr. Donald L. Paulson, Dallas, was recently elected 
president of the Southern Thoracic Surgical Associa- 
tion at its meeting at the Greenbrier, White Sulphur 
Springs, West Virginia. 

Dr. Truman G. Blocker, Jr., Galveston, has been 
appointed a member of the executive committee of 
the International Society of Plastic Surgeons. 

Two Wichita Falls surgeons have been elected to 
fellowship in the International College of Surgeons. 
They are Dr. J. E. Kanatser and Dr. Jack E. Max- 
field. 

Dr. William B. Dean, Dallas, has been elected chair- 
man of the board of trustees of Garrett Brothers, Inc., 
investment bankers. 

Dr. H. Reid Robinson, Galveston, was honored with 
a coffee in recognition of his half century of service 
at the University of Texas Medical Branch. He is 
clinical professor of obstetrics and gynecology. 

Dr. Claurice M. Phillips, Levelland, has been elect- 
ed a vice-president of the University of Texas Dads’ 
Association. 

Portraits of physicians have been given to three 
Texas hospitals. Medical colleagues of Dr. Henry M. 
Winans, Sr., recently retired chief of the medical staff 
at Baylor Hospital, Dallas, presented a portrait of the 
doctor to the hospital. In the Methodist Hospital, 
Lubbock, hang pictures of three physicians who were 
instrumental in establishing the hospital, Dr. Julius 
T. Krueger, Dr. J. T. Hutchinson, and the late Dr. 
Marvin C. Overton. A portrait of the late Dr. Joe 
Gilbert, who helped to establish the first St. David's 
Hospital in Austin, now hangs in the lobby of the 
new St. David’s Hospital. 

Dr. Carleton B. Chapman, Dallas, is the state chair- 
man for a memorial fund honoring the late Dr. T. 
Duckett Jones. The fund will aid young scientists 
seeking research careers in rheumatic fever and re- 
lated fields. 

Dr. Emma Varnerin is the new assistant physiatrist 
to the medical director of the Gonzales Warm Springs 
Foundation for Crippled Children. 


Continued on page 53 
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Cancer Cells 


By E. V. Cowdry, Director, Wernse Cancer Research 
Laboratory, Washington University, St. Louis. 677 
pages, 137 figures. Philadelphia: W. B. Saunders 
Co., 1955. Price: $16.00. 


In this book the author views the cancer cell from 
several different angles. In the first portion of the 
work he defines a cancer cell, morphologically and 
physiologically. In this section he presents in a very 
readable fashion a great deal of the investigative 
work on these subjects. Any details which are not 
present may be obtained from the ample bibliography. 


Following sections dealing with the etiologic and 
modifying factors in cancer development present the 
major theories which have been put forth regarding 
these subjects. There is over-all completeness here in 
that all the major topics are presented. However, 
within some of the individual chapters, especially 
that dealing with the viral etiology of cancer, one is 
left with the feeling that certain vital points have 
not been made. For example, no differentiation is 
made between neoplasia and the hyperplasia asso- 
ciated with viral diseases, and thus many of the 
conclusions could be invalid. 

The latter portions of the book deal with such 
topics as cancer prevention, cancer research, and cancer 
diagnosis and treatment. The magnitude of these 
topics, especially the latter, is such that they cannot 
be handled in the detail used in the earlier portions 
of the book. Because of the broadness of these sub- 
jects the author’s treatment of them is necessarily 
superficial. The appropriateness of this material in a 
book entitled Cancer Cells is so questionable that 
one wishes the author had shared in our belief that 
they are beyond the scope of this book. 


All in all we feel that this book will be a useful 
addition to the library of any student of cancer. 


Gynecology—Surgical Technics 


Compiled and Edited by Robert J. Lowrie, M.D., 
Associate Clinical Professor of Obstetrics and Gyne- 
cology, College of Medicine, New York University. 
Springfield, Illinois: Charles C. Thomas, 1955. Price: 
$7.75. 


This book fills very adequately a need which has 
existed in the field of gynecology. It presents clear 
illustrations with easy to follow explanations of a 
single, and for many procedures, several acceptable 
technics. This volume is particularly timely in view 
of the recent revival and extension of the use of 
surgery in the treatment of carcinoma of the cervix. 
The radical procedures are well illustrated. This 
book is a must for the house officer in obstetrics and 
gynecology and will give great help to those seeking 
specialty certification. It is a valuable addition to 
anyone’s medical library. 

We are all indebted to the author for his pains- 
taking labors in compiling this excellent up-to-date 
book on surgical technics in gynecology. Although 


it may not have been thought to be properly in- 


cluded as a surgical technic by the author, I think 
most readers would have welcomed inclusion of a 
section on up-to-date radiation technics. 

A statement which the reviewer believes to be 
very true and very significant in regard to the extent 
and duration of operations may be quoted, “Today 
as a result of the great advances made in technics, 
anesthesia, supportive and antibiotic therapy, surgical 
operations are getting longer and more extensive. But 
let us be careful lest the potential inherent in the 
vast improvements is not interpreted as the tacit 
blessing by which embarkation upon an era of may- 
hem may be sanctified.” 


(To be continued) 


The Postural Complex 


By Laurence Jones, M.D., Visiting Orthopedist, 
Cedars of Lebanon Hospital, Los Angeles. 156 pages. 
Springfield, Illinois: Charles C. Thomas, Publisher, 
1955. Price: $9.75. 


This is a complete, well organized, easy to read 
monograph in which the author proposes a new 
theory as to the etiology of many neuralgias, particu- 
larly back pain both with and without sciatica. Dr. 
Jones theorizes that as a result of the relatively rigid 
manner in which the skeletal members of the lower 
extremities are associated with each other and in 
turn with the pelvis, shoe corrections alter the pos- 
tural attitude of the entire body, particularly the 
relationship of the pelvis to the spine, and thereby 
relieve tension on the spinal cord sufficiently to serve 
as a panacea in relieving essentially all types of back 
pain and neuralgias. 


Much effort is given to support this theory though, 
in the light of present knowledge concerning back 
pain, it probably will not be well received by ortho- 
pedic surgeons and practitioners of all fields of medi- 
cine interested in this problem. 


The book is divided into six sections. The first 
section is devoted to evolutionary and phylogenetic 
changes in the development of man as related to the 
anatomic reasons by which he arrives at his theory. 
There are also sections on “causes and mechanisms” 
and “diagnoses.” There is a very detailed and lengthy 
description of shoe corrections. It is said that very 
minute and almost homeopathic elements play an 
important role in the plan of treatment. The extent 
of shoe correction in a single case is so complex that 
few doctors would have the facilities to duplicate the 
author’s maneuvers. The monograph is concluded by 
a description of the results of a series of comparative 
cases, some treated by the author and others by 
colleagues in different communities. It is a compen- 
dium of illustrated case histories. In a brief summary 
the author alludes to his knowledge that the theory 
proposed will be received skeptically but expresses 
the hope that the test of time and experience will 
prove him correct. 


Dr. Jones has presented an original thesis in this 
well illustrated and well written monograph, and 
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has elaborated an interesting although unorthodox 
approach to one of man’s most common ailments, the 
backache. 


Surgery of Face, Mouth, and Jaws 


By Frank McDowell, M.D., Assistant Professor of 
Clinical Surgery and Associate Professor of Maxillo- 
Facial Surgery, Washington University School of 
Medicine and Dentistry, respectively; James B. 

Brown, M.D., Professor of Clinical Surgery and Pro- 

fessor of Maxillo-Facial Surgery, Washington Uni- 

versity School of Medicine and Dentistry, respec- 
tively; and Minot P. Fryer, M.D., Assistant Professor 
of Clinical Surgery and Assistant Professor of 

Maxillo-Facial Surgery, Washington University 

School of Medicine and Dentistry respectively. 207 

pages. 168 illustrations. St. Louis: The C. V. Mosby 

Company, 1954. Price $6.50. 

It is with much pleasure that one reads a book 
such as this. Within a mere two hundred pages the 
authors have encompassed a wealth of excellent ma- 
terial covering a tremendous field of surgery. This is 
done concisely, clearly and with a complete deletion 
of extraneous material. The broad experience of the 
authors has enabled them to describe adequately 
those points in diagnosis, treatment and patient care 
which has been found to be most satisfactory to 
them over the years and they have not attempted 
to discuss or describe the many alternate methods 
which might serve only to confuse the reader. Illus- 
trations and diagrams are abundant and excellent. 


Especially worthwhile is the chapter on traumatic 
injuries to the face and jaws and their description 
of the use of Kirschner wires in some fractures of 
both upper and lower jaws is most interesting. Their 
simplification of the treatment of facial fracture and 
the avoidance of utilizing complicated dental mechan- 
isms, external splints and plaster head caps should 
be heeded by all who are treating such cases. 

The chapters on neoplasms, both benign and malig- 
nant, are concise and enjoyable reading. Neck dis- 
section is discussed, as is proper, as a procedure to 
be used frequently and fraught with very little mor- 
bidity, mortality or appreciable deformity. Perhaps 
some would prefer a tracheotomy more frequently 
than do these authors, especially in the elderly patient. 


The reyiewer strongly recommends this excellent 
book to general surgeons as well as those more in- 
terested in this special field. 


Diseases of the Nervous System 


By F. M. R. Walshe, M.D., D.Sc., F.R.S., Fellow of 
the Royal College of Physicians of London, Con- 
sulting Physician to University College Hospital 
and to the National Hospital for Nervous Diseases, 
Eighth Edition. 357 pages. Illustrated. Baltimore: 
The Williams and Wilkins Company, 1955. Price: 
$7.00. 


In this eighth edition of a popular textbook of 
neurology, the literary excellence of previous editions 
has been preserved. The precedent for lucid descrip- 
tion and trenchant phrasing, established by the 
earlier works of Gowers and Wilson, has been com- 
pently maintained by Dr. Walshe. His aim, as set 
forth in the preface to the first edition, to write a 
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narrative account of neurologic illness and not a 
mere catalogue, has, in the opinion of this reviewer, 
been fully achieved. 


This book will continue to serve admirably the 
students and practitioners for whom it was intended. 
The rarer neurologic ills are not included, and this 
volume cannot be used as an exhaustive reference 
work. In keeping with the times, the section on neuro- 
syphilis has been shortened. The chapters on the 
treatment of neurologic disorders and on the dif- 
ferential diagnosis of organically and psychologically 
determined illness are very well written and represent 
the seasoned views of an eminent clinical neurologist. 


Obstetrical Roentgenology 


By Robert Berman, M.D. 599 pages. 386  illustra- 
tions. Philadelphia: F. A. Davis Co., 1955. Price 
$12.50. 


The author comments on the complete lack of uni- 
formity of methods for pelvimetry with resultant in- 
ability to carry out any satisfactory correlation be- 
tween different clinical groups. The need for some 
degree of standardization is stressed. This book is 
based, primarily, upon 2,500 obstetrical cases studied 
by the x-ray pelvimetry method of Caldwell and 
Malloy. Utilizing experiences with this and with 
other methods, the author proposes a modification 
which he calls “Prognostic X-Ray Classification.” 
Before exposition of this classification, however, the 
reader is led through an excellent survey of historical 
background, clinical considerations, and methods of 
pelvimetry giving technics, advantages and disad- 
vantages. The text is orderly, lucid and quite read- 
able. Most pleasing, though, are the illustrations, 
the majority of which are well reproduced radio- 
graphs with suitable instructive markings added. The 
author states that the purpose for writing the book 
was to provide a source for the obstetrician who is 
stimulated to investigate the potentialities of prac- 
tical value of x-ray pelvimetry. This purpose is well 
served. In addition, the radiologist may find here 
a survey of the entire field of pelvimetry with this 
leavened throughout by the author’s skillful blending 
of clinical and x-ray considerations. 


Practitioners’ Conferences 


Edited by Claude E. Forkner, M.D., Professor of 
Clinical Medicine, Cornell University Medical Col- 
lege. Volume I. 411 pages. New York: Appleton- 
Century-Crofts, Inc., 1955. 


The title of this volume may be somewhat mis- 
leading since these conferences are designed for prac- 
titioners of medicine and not necessarily general 
practitioners. This is the first of a series of volumes 
to be published at regular intervals. It is a collection 
of transcriptions of conferences held at the New York 
Hospital-Cornell Medical Center. As Dr. Forkner states 
in the preface: “The practitioners’ conferences were 
initiated with the purpose of improving medical care 
in our own community. It was felt that this purpose 
could be implemented by an organized effort to 
enable physicians, surgeons, pediatricians, general 
practitioners, and specialists of various sorts to par- 
ticipate in a rather unique medical educational 
program. ... Why not invite the physician, who is not 
a member of our staff to come to our medical 
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center and be taught how to solve his own problems 
rather than merely to solve them for him?” As one 
reads this volume it is evident that great care was 
exercised in selecting the topics for discussion. The 
topics are of great practical importance and the 
discussions are by physicians well qualified in their 
particular fields without regard for their teaching 
affiliations. The presentations are lively and the in- 
formality of them makes for easy reading and easy 
learning. 

The topics discussed in this first volume are varied 
and range from influenza and primary atypical pneu- 
monia to disorders of the feet. Several of the dis- 
cussions are worthy of special notice. The confer- 
ence on “The Harmful Effects of Tobacco” is very 
well presented and gives an excellent survey of this 
rather controversial field. In a like manner the chap- 
ter “Present Status of ACTH and Cortisone” has 
been very well discussed. These are not the only 
excellent discussions but are only two of the many 
which particularly impressed your reviewer. 

This volume presents an excellent method of 
obtaining postgraduate instruction by practitioners 
of medicine. We are looking forward to the ap- 
pearance of the next volume. 


Hematology 


By Cyrus C. Sturgis, M.D., Professor of Internal 
Medicine, Chairman of the Department of Internal 
Medicine, University of Michigan Medical School. 

Second Edition. 1222 pages. Springfield, Ill.: Charles 

C. Thomas, Publisher, 1955. Price $19.50. 

However, it seems a little difficult to extract from 
its confines a given piece of information with any 
degree of ease. The historical introductions to most 
every chapter are excellent but they are not confined 
to introductory remarks. Instead they seem to per- 
meate the entire volume almost as though it were 
written with the historical background of hematology 
as its primary purpose. While this makes for easy 
pleasant reading, if one has the time, it makes either 
study of the volume or use as a reference rather 
difficult. Specific information is present in great 
abundance and the book is very descriptive. The “liter- 
ature” is quoted with abandon and I think too often 
without critical examination or explanation of the 
material quoted. Much more clinically useful material 
about most subjects can be obtained in a much easier 
fashion from either review articles or short mono- 
graphs. 

In my opinion a more direct approach would make 
for a quicker and easier reference for the physician 
doing general medicine, and yet the text is an ex- 
cellent and enjoyable one for the library of any 
physician, especially one whose major interests include 
hematology. 


Management of Addictions 


Edited by Edward Podolsky, M.D., Department of 
Psychiatry, Kings County Hospital, Brooklyn, New 
York. 413 pages. New York: Philosophical Library, 
Inc., 1955. Price $7.50. 


This book is a monograph to which a large number 
of experts in the field of alcohol and drug addiction 
have contributed. It is divided into two parts, one 
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on alcohol addiction and the other on drug addiction. 
Although the authors have emphasized the psy- 
chiatric approaches to the problem of addiction, the 
use of various types of chemotherapy and diet therapy 
are discussed in some detail. In the initial chapters, 
particular attention is given to defining the prob- 
lem of alcoholism and analyzing the etiologic factors 
contributing to the development of the alcoholic, 
This monograph will be of interest to physicians 
and psychiatrists who deal with problems of al- 
coholism and morphine addiction in particular. 


Cardiac Emergencies and Heart Failure 


By Arthur M. Master, M.D., Associate Clinical Profes- 
sor of Medicine, College of Physicians and Surgeons, 
Columbia University; Marvin Moser, M.D., Assistant 
Physician in Medicine, Montefiore Hospital; and 
Harry L. Jaffe, M.D., Assistant Attending Physician, 
Cardiology, Mount Sinai Hospital, N. Y. Revised 
Second Edition. 203 pages. Illustrated. Philadel- 
phia: Lea & Febiger, 1955. Price $3.75. 


In this thoroughly revised second edition of his 
well known book, Master and his associates have 
brought together a clear and concise outline of the 
treatment of cardiac emergencies and heart failure. 
The book is well outlined and there are excellent 
bibliographical references at the end of each chapter. 


The authors’ discussion of angina pectoris and 
coronary insufficiency and coronary occlusion is ex- 
cellent as one might expect in view of the great 
interest these men have had in this particular sub- 
ject. One is also impressed with their discussions of 
traumatic heart disease and surgical emergencies in 
cardiovascular disease. The remaining sections of the 
book on arrhythmias, acute pulmonary edema and 
congestive heart failure, syncope, rheumatic fever and 
heart disease, hypertensive encephalopathy and dis- 
secting aneurysms do not add much to the literature 
but certainly are presented in an excellent fashion. 
This is one of the outstanding books of its type and 
is an excellent reference not only for the general 
practitioner but also for the specialist in cardiovascular 
disease. It certainly deserves a place on the book- 
shelf of every physician, internist and surgeon, and 
at times will keep each of them out of trouble. 


Cough Syncope (American Lecture Series) 


By Vincent J. Derbes, M.D., Professor of Medicine, 
Tulane University of Louisiana School of Medicine, 
and Andrew Kerr, Jr., M.D., Assistant Professor of 
Medicine, Louisiana State University School of Medi- 
cine. 181 pages. Springfield, Illinois: Charles C 
Thomas, Publisher, 1955. Price $4.75. 


The authors consider the rare clinical condition 
of cough syncope, also variously known as laryngeal 
vertigo, cough syndrome, tissue syncope and many 
other names. They consider the nomenclature and 
history of the condition and report 35 cases they have 
observed personally. Related conditions are considered 
as well as the theories of the mechanism of this form 
of syncope. They conclude that disturbed physiologic 
circulatory function accounts for this clinical syn- 
drome. This little book will have little wide appeal, 
but anyone interested in pulmonary and cardiac dis- 
ease will find it interesting reading. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


SURGERY and ALLIED SUBJECTS 


A two-months combined surgical course comprising gen- 
eral surgery, traumatic surgery, abdominal surgery, 
gastroenterology, proctology, gynecological surgery, uro- 
logical surgery. Attendance at lectures, witnessing 
operations, examination of patients pre-operatively and 
post-operatively and follow-up in the wards post-opera- 
tively. Pathology, radiology, physical medicine, anes- 
thesia. Cadaver demonstrations in surgical anatomy, 
thoracic surgery, proctology, orthopedics. Operative 
surgery and operative gynecology on the cadaver; attend- 
ance at departmental and general conferences. 


EYE, EAR, NOSE and THROAT 


A three-months combined full-time refresher course 
consisting of attendance at clinics, witnessing operations, 
lectures, demonstration of cases and cadaver demonstra- 
tions; operative eye, ear, nose and throat on the cadaver; 
clinical and cadaver demonstrations in bronchoscopy, 
laryngeal surgery and surgery for facial palsy; refrac- 
tion; radiology; pathology, bacteriology and embryology: 
physiology; neuro-anatomy; anesthesiology; physical 
medicine; allergy, as applied to clinical practice. Exami- 
nation of patients pre-operatively and follow-up post- 
operatively in wards and clinics. Attendance at depart- 
mental and general conferences. 


RADIOLOGY 

A comprehensive review of the physics and higher mathe- 
matics involved, film interpretation, all standard gen- 
eral roentgen diagnostic procedures, methods of appli- 
cation and doses of radiation therapy, both X-ray and 
radium, standard and fluroscopic procedures. A review 
of dermatological lesions and tumors susceptible to 
roentgen therapy is given, together with methods and 
dosage calculation of treatments, special attention is 
given to the newer diagnostic methods associated with 
the employment of contrast media such as bronchog- 
raphy with Lipiodol, uterosalpingography, visualization 
of cardiac chambers, perirenal insufflation and myelog- 
raphy. Discussions covering roentgen departmental 
management are also included; attendance at depart- 
mental and general conferences. 


SURGICAL PATHOLOGY 


A systematic series of lectures is presented covering the 
lesions encountered in the practice of surgery. These 
are illustrated with fresh material from the operating 
room, gross specimens from the museum and Koda- 
chrome and micro-projected slides. The latest advances 
in blood grouping and transfusion reactions; didactic 
procedures, such as frozen sections, surgical biopsies, 
sponge biopsies, and aspiration of body fluid and secre- 
tions, are outlined. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 
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Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


single or en suite. 
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SECOND REPORT 


LECITHIN RESEARCH—AT THE BEND OF THE ROAD 


The Therapeutic Usefulness of Lecithin — a natural phospholipid 


Because lecithin, a natural, edible food constituent, is an excellent emulsifying agent its application 
in diseases characterized by disturbed fat absorption and metabolism is logical. Research has proved 
its value in facilitating intestinal absorption of fats and fat-soluble substances such as Vitamin A.1-5 
For this reason it suggests itself as worthy of trial in treating underweight and steatorrheal dis- 
eases (sprue, celiac disease, etc.). 


Encouraging results were also achieved in the management of psoriasis, together with dietary and 
topical measures,® and in fatty livers.” In the treatment of diabetes, lecithin together with vitamin E 
has reduced insulin requirements in certain patients.? Research on its potentially useful role in the 
management of the more complicated forms of deranged lipid and cholesterol metabolism — as 
encountered in essential hyperlipemia, idiopathic familial hypercholesteremia, xanthomatosis, dia- 
betes, etc. — is now being actively conducted. 

An excellent source of lecithin is Glidden’s “RG” Oil-free Soya Lecithin, a highly purified extract 
containing a minimum of 95% phospholipids. It is packed in a specially designed 8 oz container to 
maintain its purity and freshness and is available at your drugstore. 


Dosage: Investigators of lecithin have used quantities from 7.5 to 30 grams daily in divided doses. 
(3 teaspoonfuls equal 7.5 grams.) 


Administration: “RG” Lecithin is presented in palatable granules which may be taken plain, in 
milk, in orange juice or other citrus juices, or sprinkled on cereal. 


Literature available on request. 


Bibliography: 1. Adlersberg, D., and Sobotka, H.: J. Nutrition 25:255 (March) 1943. « 2. Adlersberg, D., and others: 
Gastroenterology 10:822 (May) 1948. » 3. Adlersberg, D.: New York J. Med. 44:606 (March 15) 1944. « 4. Adlersberg, D., 
and others: Am. J. Digest. Dis. 16:333 (Sept.) 1949. « 5. Augur, V.; Rollman, H. S., and Deuel, H. J., Jr.: J. Nutrition 
33:117 (Feb.) 1947. « 6. Gross, P., and Kesten, M. B.: New York J. Med. 50:2683 (Nov. 15) 1950. « 7. Schettler, G.: 
Klin. Wchnschr. 30:627 (July) 1952. « 8. Dietrich, H. W.: South. M. J. 43:743 (Aug.) 1950. 


GLIDDEN LECITHIN 


THE GLIDDEN COMPANY + CHEMURGY DIVISION 
1825 North Laramie Avenue, Chicago 39, Illinois 
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MAKE YOUR PLANS 
MID-SOUTH POSTGRADUATE MEDICAL ASSEMBLY 


HOTEL PEABODY IN MEMPHIS, TENNESSEE 
February 14, 15, 16, 17, 1956 


SPEAKERS 
Dr. William Perrin Nicholson, Jr. — Atlanta, Ga. Surgery 
Dr. Rudolf J. Noer Louisville, Ky. Surgery 
Dr. Frank Glenn New York, N. Y. Surgery 
Dr. Kenneth Pickrell Durham, N. C. Surgery 
Dr. Henry G. Schwartz St. Louis, Mo. Neurosurgery 
Dr. Arthur Grollman Dallas, Texas Medicine 
Dr. T. S. Danowski Pittsburgh, Pa. Medicine 
Dr. Albert Segaloff New Orleans, La. Medicine 
Dr. B. Y. Glassberg St. Louis, Mo. Medicine 
Dr. C. P. Rhoads New York, N. Y. Pathology 
Dr. George L. Sackett Cleveland, Ohio X-Ray 
Dr. Warren E. Wheeler Columbus, Ohio Pediatrics 
Dr. Harry Bakwin New York, N. Y. Pediatrics 
Dr. John C. Ullery Columbus, Ohio Obstetrics & Gynecology 
Dr. Edward D. Allen Chicago, II. Obstetrics & Gynecology 
Dr. Alson E. Braley Iowa City, Iowa Ophthalmology 
Dr. David E. $. Wishart Toronto, Canada ENT 
Dr. William M. Coppridge Durham, N. C. Urology 
Dr. William H. Bickel Rochester, Minn. Orthopaedic Surgery 


MAKE RESERVATIONS DIRECT WITH HOTEL PEABODY 


Dr. Thurman Crawford, Secretary 
869 Madison Avenue 
MEMPHIS, TENNESSEE 


a 


By relieving nervous tension, Noludar 
*Roche' usually permits the patient 
to fall asleep naturally. Noludar 

is a gentle sedative-hypnotic; it is 
not a barbiturate and not habit- 
forming. 50-mg tablets for sedation; 
200-mg tablets for insomnia, 


Noludar® -- brand of methyprylon 
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It provides Gantrisin® PLUS penicillin... 
for well-tolerated, wide-spectrum anti- 
bacterial therapy...in tablets of two 
strengths -- Gantricillin-300 'Roche' for 
severe cases; Gantricillin (100) for mild | re 
cases == and in an easy-to-take suspension de — 


for children -- Gantricillin (acetyl)-200. I 


Hoffmann - La Roche Inc Nutley - N.J. 


( 
| 
I 
h 
li 
b 
m 

‘ + 


VOLUME 49 


Continued from page 201 
VIRGINIA 


The Loudoun County Medical Society has elected 
the following officers for 1956: Dr. John D. Wynkopp, 
Leesburg, president, Dr. Samuel S. Morrison, Lees- 
burg, vice-president and Dr. Priscilla M. Foot, Purcell- 
ville, also vice-president, and Dr. Robert A. Orr, Lees- 
burg, secretary-treasurer, 

The Northern Neck Medical Association recently 
installed Dr. A. B. Gravatt, Jr., Kilmarnock, president. 
Dr. Spottswood Stoddard, White Stone, was named 
president-elect, and Dr. Martel Dailey, Reedsville, 
secretary-treasurer. 

The Potomac Chapter of the American College of 
Chest Physicians recently elected Dr. Edmund G. 
Beacham, Baltimore, president, Dr. Roy G. Klepser, 
Arlington, vice-president, and Dr. J. Winthrop Pea- 
body, Jr., Washington, secretary-treasurer. 

Dr. B. K. Weems, Waynesboro, has been elected 
president of the Fisherville Ruritan Club. 

Dr. Emmett C. Stuart, Sr., Winchester, has retired, 
having been in practice for 6814 years. It is believed 
that he was in active practice longer than any doctor 
living in the United States. Dr. Stuart is ninety years 
of age and says he has no definite plans for the fu- 
ture. His son, Dr. Stuart, Jr., also practices in Waynes- 
boro. 

Dr. James C. Wickston has completed his three 
months orientation in one of our city-county local 


Continued on page 70 


from 


the first practical 


An effective immunizing antigen for 
prevention of mumps in children or 
adults where indicated. Immunizes for 
about one year. 


Packages: 2 cc. vial (1 immunization) 
10 cc. vial (5 immunizations) 


LEDERLE LABORATORIES DIVISION 
awenicaw Cyanamid conravy PEARL RIVER, NEW YORK 
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more than 
42,000,000 
doses of ACTH 
have been given 


Unsurpassed in safety and efficacy 


In a series of patients treated continuously 


with Armour ACTH for at least 5% 


years’... 


e Each responded with a maintained 
increase in cortical function 


e Major and minor surgical and obstet- 
rical procedures caused no incidents 


e Sudden discontinuance of ACTH did 
not provoke a crisis 


\ 


...andHP*ACTHAR 

Gel should be used 
routinely to minimize 
adrenal suppression 
and atrophy in pa- 
tients treated with 
prednisone, predniso- 
lone, hydrocortisone 
and cortisone. 


\ 
A R Gul is the most widely 


used ACTH preparation 
*Highly purified 
1. Wolfson, W. Q.: Mississippi Valley M. J. 77: 66, 1955. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY * KANKAKEE, ILLINOIS 
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Why 


Because it offers four advantages 


in relieving pain: 

1. Prolonged analgesia (6 to 8 hours). 

2. Less constipation than with morphine. 

3. Can be given both orally and parenterally. 
4. Small dosage (2 to 3 mg). 


Levo-Dromoran® (brand of levorphan) 'Roche' 


is a potent synthetic narcotic. 


original research in medicine and chemistry 
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SPRANQUILEITY 


TO RENEORCE 

TRANQUILLITY. WITH 
GENERAL SEDATION 


PHENOBARBITAL 


‘TRICOLOID’ or ‘TRICOLOID’ with Phenobarbital is indicated, 


according to the degree of emotional tension which accompanies the 
symptoms, for the medical management of: 


“lower bowel syndrome,” 
nervous indigestion, 

functional gastroenteritis, 
peptic ulcer 


“*TRICOLOID’brand Tricyclamol 50 mg. Sugar-coated tablets 


‘TRICOLOID’brand Tricyclamol 50 mg. with Phenobarbital 16 mg. (gr. %) 
Sugar-coated tablets 


Both products in bottles of 100 and 1,000 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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every blood-building factor 
your anemic patient may 
need...in just one ROETINIC 
capsule daily 


e 


for all treatable anemias: 
each ROETINIC capsule contains 
therapeutic amounts of all known 
hemapoietic factors. 


Each ROETINIC capsule contains: 
Intrinsic Factor-Vitamin 
Bi2 Concentrate . . . 10U.S.P. Oral Unit 


Ferrous Sulfate, Exsiccated . . . . 400mg. 
100 mg. 
Molybdenum Oxide (as the Trioxide) . . 1.5 mg. 
Cobalt (as the Gluconate) . . . . . 0.5 mg. 
Copper (as the Gluconate). . . . .. 0.5 mg. 
Manganese (as the Gluconate). . . . . 0.5 mg. 
Zinc (as the Gluconate) . . . .... 0.5 mg. 


Supplied: Bottles of 30 and 100 soft, soluble capsules. 


Need more than a hematinic? HEPTUNA® PLUS 
provides hemapoietic factors plus vitamins A and Chicago 11, Illinois 
D, the entire B complex and 10 important minerals. 
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Superior antacid action and... 


"For palatability, 
many patients prefer Maalox"* 


MaA.ox®, an efficient antacid suspension of magnesium- 
aluminum hydroxide gel, is smooth-textured, and always 
pleasant to take. MAALOX was tested by thousands of hos- Pd 


- 


~ 
pital outpatients, who preferred it to other antacids. Indeed, Qa try ascritin Tablets a 
high patient acceptability (without danger of constipation) / (Aspirin buffered with Maalox) \ 
is one of the outstanding advantages of MAALox therapy.” by © Doubles blood salicylate level 
As to chemistry: MAALOXx has more acid-binding capacity more \ 
than aluminum hydroxide gel, and maintains its antacid 
effect twice as long.® ‘ Samples on request. 
Supplied: Suspension, bottles of 12 fluidounces. a 
Tablets, bottles of 100. Samples sent promptly on request. ‘ A Ps 
1. Kramer, P.: Med. Clin. North America, 39:1381, Sept. 1955. ™ Pa 
2. Morrison, Samuel: Am. J. Gastroenterology 22:309 (1954). 
3. Rossett, N. E., Rice, M. L., Jr., Gastroenterology 26:490 (1954). “we.” 


.. better suited for antacid therapy’? 


WILLIAM H. RORER, Ine. PHILADELPHIA, PA. 
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Each fluidounce contains: 
Neomycin sulfate . 300 mg. (4? grs.) 
[equivalent to 210 mg. (314 grs.) neo- 
mycin base] 
Kaolin... . . 5.832 Gm. (90 grs.) 
0.130 Gm. ( 2 grs.) 
Suspended with methylcellulose 1.25% 


Supplied: 
6-fluidounce and pint bottles 


The Upjohn Company, Kalamazoo, Michigan 


Bacterial 
diarrheas... 


Kaopectate 


with 
Neomycin 


a 
} 
di 
: 


Schering 


PRANTAL 
CREAM 
2% 


first 
topical 
itching, scratching 


aggravated by sweating, 


marked by weeping lesions ? = — 


NEW JERSEY 


direct control and quick relief 


* antipruritic effect often in a few minutes 
+ inhibits sweating...dries oozing lesions 
* promotes more rapid healing 


valuable in contact and poison ivy dermatitis, weeping dermatoses, 
atopic eczema, dyshidrotic eczema, neurodermatitis and localized 
hyperhidrosis. 


Prantac® Methylsulfate Cream, economical 50 Gm. tube, each gram containing 


20 mg. of diphemanil methylsulfate. PL-d-81 
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PHYSICIANS 


Specializing in 


TUBERCULOSIS AND CHEST DISEASES 


600-Bed Hospital, located 30 miles from Springfield, Missouri. Devel- 
oping pediatrics department, in-service and affiliation program. Merit 
system benefits. Full maintenance and laundry minimum rate. 


Following positions open: 


Physician I (Tuberculosis) Annual Salary: $ 6,000-$ 8.000 

Physician II (Tuberculosis) Annual Salary: $ 8,000-$11,000 

Physician III (Tuberculosis) Annual Salary: $11,000-$13,000 
Write—Medical Director 


Missouri State Sanatorium 
Mt. Vernon, Missouri 


Nicotinic Acid. 
Ascorbic Acid . 

Riboflavin 

Thiamine Mononitrate 
Pyridoxine 


Helping them to realize 3 : 
RETIREMENT FROM THE ROCKING CHAIR Aupplicd : 
“The best is yet to be, Bottles of 100 and 500 scored tit 


“The last of life, 
“For which the first was made...” 


+-Robert Browning 


Each cc. of VASTRAN AMP Soll 
contains: 
Nicotinic Acid . 
Vitamin 
Adenosine-5- Monophosphoi 
Acid 


supplied: 


5 cc. Sterile Vials 


Wrempole RoRATORIE 


60 

Each VASTRAN tablet contains: 
4 
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_ =z, END THE TORTURE 


of agonizing vulvar itch 
in monilial vaginitis! 


FAST, WELCOME RELIEF 
HIGH RATE OF CURE 


Vaginal Anti-infective Jelly. Con- 
tains 0.1% gentian violet in an 
acid polyethylene glycol base. 


Once nightly — just 12 applications usually 
cures the most stubborn case 


WESTWOOD PHARMACEUTICALS ©® Div. Foster-Milburn Co. 


© 468 Dewitt St., Buffalo 13, N. Y. 


TO MAINTAIN CEREBRAL VITALITY, 
ARREST GERIATRIC SLOWDOWN. 


® 
AMP 
(intramuscular) 


the aging patient, the familiar symptoms of fatigue, apathy, 
bor appetite, etc., usually signal Geriatric Slowdown. Cause, in most 
ses, reduced cerebral metabolism, resulting from (1) sclerosis and 
prrowing of the lumen of brain arteries and (2) incomplete 
rrebral nutrition. Unsatisfied, the imperative oxygen needs of the 
win permit the patient to slip into retirement from life on all fronts. 
STRAN®, vasodilator-metabolic stimulant, provides a new approach 
a Management of Geriatric Slowdown. With nicotinic acid to increase 
rebral circulation, plus coenzymes to stimulate metabolism in the brain 
d throughout the body, VASTRAN" therapy affords the older patient 
a brighter outlook, plus the physical vitality to follow through. 


NEY K. WAMPOLE & COMPANY, INC. © 440 Fairmount Ave., Philadelphia 23, Pa. 
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introducing 


streamlined design and fast 
exposures in keeping with 
the modern age of speed. 
The New Viscount has all the 
quality features demanded 
by Radiologists in premium 
equipment. 


100 MA FULL WAVE 


X-RAY UNIT 


RADIOGRAPHIC” 


PRICES START AT ROSCOPI 


$3,734 


© Full Wave rectification for high radiation output. 100 MA at 100 PKV. 

© Low power line requirements saves costly rewiring of your office. 

® Stepless single knob kilovolt control provides instant kilovoltage selection combined 

ith autematic MA push button control. 

° Single tube unit or two tube unit with choice of stationary or rotating anode tubes. 

® Reciprocating Bucky (included in basic price). 

© Full size tilting table for ease of patient handling. 

@ Full length travel of screen and bucky. 

© Medern functional design combined with quality workmanship produces a unit of 
quiet elegance which will give years of trouble free service. 


is 


NEW 
BEST SELLER 

.. SELLS MORE. 
BECAUSE IT’S 


WORTH MORE! manufacturers of quality x-ray equipment 


4647 WN. Cicero Ave. 
Chicago 30, Ill. 
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rh 


SAINT ALBANS 


CRUVATE 
RADFORD, VIRGINIA 


A Seo 


STAFF 


James P. King, M.D., Director 
Thomas E. Painter, M.D. 
Clara K. Dickinson, M.D. 
James L. Chitwood, M.D., Medical Consultant 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 


1400 Bland Street 
Bluefield, W. Va. 


James K. Morrow, M.D. Daniel D. Chiles, M.D. 


David M. Wayne, M.D., Director 
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BACK ON 


HIS FEET 


STILL SICK... 


BUT 


The Problem of Residual Anemia 


in Upper Respiratory and Other Infections 


The persistent anemia which you so frequently 
see in association with an infectious process 
demands serious consideration since it “favours 
the development of further infection and may 
retard convalescence.””! 


Noteworthy is the slow recovery of the anemic patient 
following viral or bacterial upper respiratory involve- 
ment. 


Cobalt appears to be the only known agent capable of 
stimulating the depressed bone-marrow function typi- 
cal of post-infection anemia. 


Roncovite® presents the original, clinically proved, 
pure cobalt-iron product. Thorough investigation has 
verified the effectiveness and safety of Roncovite. 


Continuing Proof of Roncovite’s Effectiveness 
In Anemia Associated with Infection 


“Cobalt appears to be a valuable drug in the treatment 
of anemias secondary to chronic diseases.””* 


“The marked increase in the early erythroid cells in the 
[children] . . . with anaemia of infection point to a 
direct stimulation of the erythroid tissue of the marrow 
as the main action of the cobalt.”! 

“... [cobalt] will force the bone marrow to make more 
cells even when nephritis or chronic infection are the 
causes of the anemia.”* 

“There is no doubt that given in sufficient dosage . . . 
[cobalt] is effective in alleviating the anemia secondary 
to the infection, cancer, and renal disease.”* 

“... cobalt appeared to be a useful and valuable drug, 
well tolerated and devoid of undue toxicity.”2 


RONCOVITE® 


SUPPLIED: DOSAGE: 


Roncovite Tablets—red, enteric coated in 
bottles of 100. Roncovite-OB—red, capsule- 


One tablet after each meal and at bedtime. 
Children, 1 year or over, 0.6 cc. (10 


REFERENCES: 


. Coles, B. L.: Arch. Disease in Child- 
hood 30:121 (April) 1955. 


shaped tablets in bottles of 100. Roncovite drops); infants less than 1 year, 0.3 cc. 2. Weinsaft, P. P.. and Bernstein, L. H. 
Drops — bottles of 15 cc. with calibrated (5 drops) once daily diluted with water, T.: Amer. J. Med. Sc. 230:264 (Sept.) 
dropper. milk, fruit or vegetable juice. 1955. 
3. Vilter, R. W.: Amer. J. Clin. Nutr. 3:72 
(Jan.-Feb.) 1955. 
LLOYD BROTHERS, INC. Cincinnati 3, Ohio 4. Cartwright, G. E.: Amer. J. Clin Nutr. 


In the Service of Medicine Since 1870 


3:11 (Jan.-Feb.) 1955. 
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New... fastest 


tastiest... 


broad-spectrum 


TETRABON 


BRAND OF TETRACYCLINE 


and broad-spectrum, vitamin-fortified 


TETRABON SF 


BRAND OF TETRACYCLINE HYDROCHLORIDE WITH VITAMINS 


homogenized mixtures to use... 


readily accepted... 
rapidly absorbed... 
(therapeutic blood levels 
within one hour)... 
rapidly effective... 


Delicious, unusual blends 
specially homogenized to 
provide therapeutic blood 
levels within one hour. 125 
mg. tetracycline per 5 ce. 
teaspoonful. Tetrabon SF 
provides, in addition, the 
vitamins of the B complex, 
C and K recommended for 
nutritional support in the 
stress of infection. 


Bottles of 2 fl. oz., packaged 
ready to use. 


* Trademark 
tTrademark for Pfizer-originated, vitamin- 
fortified antibiotics 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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CITY VIEW 
SANITARIUM pigita | 


in its completeness 


For the diagnosis and treatment of 
nervous and mental disorders, and 
addictions to alcohol and drugs 


Established 1907 
35 


NASHVILLE, TENNESSEE 
(Davies, Rose) 


Allen’s 
INVALID HOME Each pill is 
equivalent to 


ESTABLISHED 1890 
MILLEDGEVILLE, GEORGIA one USP Digitalis Unit 
Physiologically Standardized 
therefore always 


For the treatment of 
NERVOUS AND 


MENTAL DISEASES 
dependable. 
Ground 600 Acres — Buildings, Brick 
Fireproof — Comfortable — Convenient Clinical 
physicians upon request. 


Site High and Healthful 
Davies, Rose & Co., Ltd. 


H. D. ALLEN, M.D ee 
' Boston, 18, Mass, 


DEPARTMENT FOR WOMEN 


E. W. ALLEN, M.D. 
DEPARTMENT FOR MEN 


Terms Reasonable 


6 
>ILLS 
i 0.1 Gram 
(appres. 1% grains) 
| CAUTION: Féderei 
prohibits dspens 
ing preserip- 
OAVIES, ROSE & CO. in. 
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Revision of 
_N.N.R. Monograph for 


On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 
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2 
Minutes tL 


515 30 


dihydroxy aluminum aminoacetate 


this most recent form of aluminum ant- 
acid therapy is as active—IN TaBLet 
FormM—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate ... shares the properties of the alumi- 
num hydroxide gel preparations. Jn vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets'. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


Maiglyn Compound, each tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm.. belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg.. per tablet, 
bottles of 100 (pink); and as Belglyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm.. belladonna alkaloids, 0.162 mg., per 


tablet, bottles of 100 (yellow). 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


38:586, 1949 


Braylon PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 
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Phase-contrast microscope shows a trichomonad in a 
mucinous vaginal smear. 


ANY trichomonacides failed in years past largely 

because they reached only the parasites swim- 

ming freely in the vaginal canal—not those hiding 

under epithelial cells deep among the vaginal rugae. 

In fact, some agents actually coagulated the albumi- 

nous material lining the surface and protected the 
trichomonads!4 


Success al last. Today, however, you can overcome 
this problem because VAGISEC jelly and liquid 
quickly penetrate to trichomonads’ hideaways. You 
can now treat vaginal trichomoniasis successfully, 
using the Davis technic. Carl Henry Davis, M.D., 
eminent gynecologist and author, and C. G. Grand, 
research physiologist, introduced VAGISEC liquid as 
“Carlendacide” and had it tested by over 100 well- 
known obstetricians and gynecologists. Dr. Davis 
states, “. . . over 90% of apparent cures have been 
obtained. . . 


Overpowering action. Three surface-acting chemicals 
in VAGISEC liquid, acting synergistically, not only 
reach trichomonads but explode them!® A chelating 
agent complexes and removes the calcium of the 
calcium proteinate. A wetting agent removes lipid 
materials. A detergent denatures the protein. The 
Parasites imbibe water, swell and explode. 


The Davis technic.* Dr. Davis recommends a com- 
bination of office treatments and home treatments, 
using both VAGISEC jelly and liquid in home treat- 
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DAVIS TECHNIC USING 
VAGISEC* JELLY AND LIQUID 


EXPOSES 


AND EXPLODES 
TRICHOMONADS 
HIDDEN AWAY IN RUGAE 


ments. “A few women have infected cervical, vestib- 
ular or urethral glands and require other types of 
treatment. . . .”* It is well to remember the role of 
the male as carrier of the organism and prescribe 
protection against re-infection from the husband.* 


Office treatment. Expose vagina with speculum. 
Wipe walls dry with cotton sponges and wash thor- 
oughly for about three minutes with a 1 :250 dilution 
of VAGISEC liquid. Remove excess fluid with cotton 
sponges. Dr. Davis recommends six office treatments, 
three the first week, two the second, and one the 
third. 


Home treatment. Patient inserts VAGISEC jelly each 
night and douches with VAGISEC liquid (2 tea- 
spoonfuls in 2 quarts of warm water) each morning 
except on office treatment days, through two men- 
strual periods. Continued douching two or three times 
a week helps to prevent re-infection. Pregnant women 
should have office treatments only. 


Summary. The unique synergistic action of three 
agents comprising VAGISEC liquid reaches and ex- 
plodes hidden as well as surface trichomonads. This 
therapy has a high rate of success and results in fewer 
flare-ups. VAGISEC jelly and liquid are non-toxic 
and non-irritating, and leave no messy discharge or 
stain. 


*VAGISEC is the trade-mark of Julius Schmid, Inc. +Pat. App. for 


JULIUS SCHMID, inc. 


gynecological division 


423 West 55th Street New York 19, N. Y. 


Active ingredients: Polyoxyethylene nony! phenol, Sodium ethy- 
lene diamine tetra-acetate, Sodium dioctyl sulfosuccinate. In 
addition, VAGISEC jelly contains Boric acid, Alcohol 5%, by 
weight. 


1. Davis, C. H.: Am. Jour. Obst. & Gynec. 68:559 (Aug.) 1954. 
2. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 
3. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955, 
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““Yessir, since I retired I’ve been fishing every day!” 


Each year, as more and more people attain a 


ripe old age, more and more physicians pre- 
scribe GEVRAL to help keep these senior citizens 
fit and active. This special geriatric diet supple- 
ment provides 14 vitamins, 11 minerals, and 


Purified Intrinsic Factor Concentrate in one GERIATRIC VITAMIN-MINERAL SUPPLEMENT LEDERLE 
convenient, dry-filled capsule. 


Each GEvRAL Capsule contains: k Calcium (as CaHPO,) 
Vitamin A....... 5000 . Units Phosphorus (as CaHPO,) 


U.S. 
Vitamin D......... 500 U.S. 


P 
P. Units Ascorbic Acid (C) Boron (as Na2B,0; 10H20).. 


Vitamin E 
Thiamine Mononitrate (B:) : (as tocopheryl acetates)...... Copper (as CuO)... 
Riboflavin (B2) Rutin Fluorine (as CaF») 


Niacinamide Purified Intrinsic Manganese (as MnO2).... 
Folic Acid ‘ Factor Concentrate. . ... 0.5 mg. Magnesium (as MgO) 
Pyridoxine HCI (Bs)... . Iron (as FeSO.) Potassium (as K2SO.) 

Ca Pantothenate lodine (as Kl) 5 Zinc (as ZnO) 


Other Lederle geriatric products include: GEVRABON* Vitamin-Mineral Supplement 

Liquid with a wine flavor; GEvrRAL* Protein Vitamin-Mineral-Protein Supplement 

Powder; and GEvrINE* Vitamin-Mineral-Hormone Capsules. filled sealed capsules a Lederle 
exclusive, for more rapid and 
complete absorption! 


Ledterte ) LEDERLE LABORATORIES DIVISION Cyanamid company PEARL RIVER, NEW YORK 


#REG. U.S. PAT. OFFe 


y 145 mg. 
.... 
... 0.1 mg. 
.. 0,1 mg. 
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vasorelaxation 
: ‘more tissue oxygen 
muscle metabolism 
pain relief 


“strong muscle 


vasodilator activity in intermittent claudication 


and an adequate diabetic vascular disease 
increase in 


cardiac output’! Raynaud’s disease 
“safe vasodilative thromboangiitis obliterans 


agent of minimal ischemic ulcers 
toxicity and 


optimal tolerance’’? night leg cramps 


arlidin® 


brand of nylidrin 


eeeee errr” 


_arlington-funk laboratories | 
ision of U. S. Vitamin Corporation _ 
East 43rd Street, New York 17, 
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; 
4 
helps yo ipheral vascul | 
helps your peripheral vascular patients 
longe her, in ‘morecomfort, 
ARLIDIN dilates peripheral blood 
vessels in distressed muscles, Ag "hydrochloride 
relaxes spasm, increases both 6mg. 
 flow...to send more blood Freedman, L.: Angiology 6:52, Feb, 1955.- 
dose: 1 tablet t.i.d. or 
bottles of 50, 100 and 1000. 
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New Concepts of Optimal Nutrition 
during THE SECOND FORTY YEARS 


CO-ACTION 


Optimal nutrition at all ages is promoted ex- 
cellently by routine use of VITA-FOOD Brew- 
ers’ Yeast: “Brewers’ yeast is an excellent 
source of proteins of high biologic value and 
of the vitamins of the B complex.”! 


Eminently valuable too are its unsurpassed 
digestibility, its content of minerals and lipo- 
tropic factors, its virtually ideal nutritional 
balance—for normal co-acTion of essential 
nutrients, a synergism indispensable to endur- 
ing vigor.!, 3 


Brewers’ yeast is authoritatively attested to 
be “one of the most useful foods for older 
people . . . economical . . and “ ‘frequently 
helpful in rehabilitating ‘older patients’3—in 
whom the extreme suBTLETY of cumulative 
nutritional insults is fostered by TIME, which 
may also bring increased demands for proteins 
and vitamins. 1, 3 


For prevention and in dietotherapy of many 
disorders throughout THE SECOND FORTY 
YEARS, prescribe as a routine supplement 


VITA-FOOD 


Brewers’ Yeast 


the richest natural source of vitamin B com- 
plex factors plus nutritionally complete pro- 
tein, essential minerals and lipotropic factors. 


Send for Samples to Department S 
VITAMIN FOOD CO., INC., Newark 4, N. J. 


1. McLesterand Darby :“Nutrition and Diet in Health 
and Disease,” ed. 6, Saunders, p. 195. 2. Mefey. 
Cc, M., in Lansing: “Problems 
Williams and oe 1952, p. brell and 
Hundley, in Stieglitz: “ Gate Medicine” ed 3, 
Lippincott, 1954, p. 189. 
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health department and has been assigned as Assistant 
to Dr. William Y. Garrett, Director of the Norfolk. 
Princess Anne-South Norfolk-Virginia Beach Health 
District. 


Dr. H. D. Crow, formerly of Fredericksburg, has 
replaced Dr. W. H. Michael as director of the Isle of 
Wight-Nansemond-Suffolk-Southampton Health Dis- 
trict. Dr. Michael has served in this position for the 
past eight years. 

The Virginia Society of Ophthalmology and Otol- 
aryngology is sponsoring a convention cruise to Ha- 
vana and Nassau on May 26 to June 2, 1956. Sailing 
from and returning to Norfolk, the “Queen of Ber- 
muda” will serve as the hotel for the trip. Reserva- 
tions may be made with the United States Travel 
Agency. Inc., Washington, D. C. Dr. Carl C. Cooley, 
Medical Arts Building, Norfolk, is publicity chairman 
for the cruise. 


Dr. Joseph B. Bounds, manager of the Veterans 
Administration Hospital at Jefferson Barracks, Mis- 
souri, has been appointed to the same position at the 


Continued on page 72 


‘CLASSIFIED ADVERTISEMENTS 


FOR SALE—General Practice and Surgery, well ¢s- 
tablished. Will introduce. Large clientele. Very rea- 
sonable. Reply to Box 6302, Station H, Atlanta, 
Georgia. 


WAN TED—Physician—General Practice—Group type 
of medicine. Suburbs of Baltimore City. Practice has 
already been established by the Group. Describe 
training, age, marital status and Government Service. 
Reply to Melvin H. Crocker, M.D., 1204 St. Paul 
Street, Baltimore 2, Maryland. 


WANTED—General Surgeon for 20 bed hospital in 
Eastern North Carolina. For further information con- 
tact NC c/o SMJ. 


WANTED—General Practitioner to form partnership 
in Eastern North Carolina. For further information 
contact NH c/o SMJ. 


FOR SALE—Government surplus medical, hospital 
and X-ray equipment. Very reasonable. A. H. Smullian 
& Company, P. O. Box 271, Station A, Atlanta 2, 
Georgia. 


FOR SALE—Modern 8-room air conditioned EENT 
Clinic, completely furnished and equipped. Also three 
bedroom home. All on six beautiful lots. Warm dry 
climate in citrus section, Rio Grande Valley, Texas. 
Health demands immediate sale—cheap—will sell sepa- 
rately if desired. Contact Samuel T. Parker, M.D., 210 
Canna Street, Pharr, Texas. 


LOCATION WANTED—General Practitioner, 4 
years, would like location in Texas or Oklahoma of 
would consider other state. Has Texas and Oklahoma 
license. Can furnish excellent references. Contact 
AE c/o SMJ. 
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treahner 


with 4 


a 


encoummee 


spasmodic—for effec pain and anxiety 
which frequently i ere With. smooth recovery 


"7 


Each HASAMAL 
Phenobarbital 

(WARNING: May be’ habit-forming) : 
Acetophenetidin. ..... . 5 mg. 
Atropine Sulfate . 0.00065 
Hyoscyamine Hy drobromide . ; 


when severe pain demands - 
. more potent measures... 


HASACODE: 


providing the actions of HasaMa. plus ‘codeine. 
Available in iwo codeine strengths — gr. 


HASAMAL —bettles of 100, 500, 
1000 tablets; HASACODE and HASACODE 
“STRONG” bottles: of. 500 


~ 
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Continued from page 70 


VA hospital in Roanoke. Dr. Bounds succeeds Dr. 
Charles W. Grady, who will retire next year. 

Dr. H. D. Coy, professor of operative dentistry, 
Medical College of Virginia, has been elected president 
of the Delta Sigma Delta Educational Foundation, a 
national organization for student assistance, available 
to any dental student. 

Dr. Paul L. Chevalier, professor of restorative den- 
tistry, Medical College of Virginia, has been elected 
president of the council of Graduate Chapters of 
Delta Sigma Delta dental *.aternity. 


WEST VIRGINIA 


Dr. Russel Kessel, Charleston, past president and 
now chairman of the Council of the West Virginia 
State Medical Association, has been named chairman 
of the joint committee for Blue Cross-Blue Shield 
set up to make a study of “all matters of improving 
the status of voluntary medical and hospital insurance 
care in the state.” 

Dr. Arthur A. Shawkey, Charleston, was recently 
presented by members of Kanawha Medical Society 
with an engraved plaque in recognition of his 55th 
year as an active practitioner in that city. 

Dr. William H. Hartnett was appointed recently as 
director of the bureau of dental health, State Depart- 
ment of Health. 

Dr. A. P. Hudgins, Charleston, has been awarded a 
fellowship in the American Medical Writers Associa- 


tion in recognition of his efforts as an author of 
papers on medical subjects. 

Two new staff members have been added to the 
faculty of the West Virginia University School of 
Medicine. They are Dr. John B. Harley, assistant pro- 
fessor of pathology, and Dr. Frank A. Carone, mem- 
ber of the University Health Service staff. 

Dr. and Mrs. Karl M. Myers, Jr., Philippi, have 
enlisted for a three-year period as missionaries to Ni- 
geria, West Africa, and their appointments have been 
confirmed by the Southern Baptist Foreign Mission 
Board. 

Dr. William E. Bray, Jr., Huntington, was recently 
installed as president of the West Virginia Heart As. 
sociation. 

Dr. Edward E. Rose, Huntington, has been named 
by Governor William C. Marland as superintendent 
of the Andrew S. Rowan Memorial Home, Sweet 
Springs, in Monroe County. He succeeds Dr, J. U, 
Rohr, formerly of Charleston, who resigned recently, 

Dr. Ralph H. Zemer, clinical director of the Hunt- 
ington State Hospital, has been named by Governor 
Marland as superintendent of the West Virginia 
Training School at St. Mary’s. He assumed his duties 
at the institution for mentally retarded children the 
middle of October. 

Dr. N. H. Dyer, State Director of Health, was re. 
cently elected a Fellow of the American College of 
Preventive Medicine in recognition of his established 


Continued on page 74 


SKCALMITOL is the non-sensitizing 


antipruritic supplied in 134-0z. tubes and 1-Ib. jars by 
Tuos. LEEMING & Co., INc., 155 East 44th St., New York 17, N. Y. 


| WHILE YOU WERE OUT 
Messo ; Bracken noned- 
His pruritus ani has recurred & he was 
| frantic. + recommended Calmitol: 
You enerally. suggest it. Okayt M.S. 
TIME: 2:25 | | 
| é 
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new! 


Just 1 Armatrinsic capsule b.I.d. supplies: 


Vitamin Bj2 with Intrinsic factor 
Concentrate* 1 U.S.P. Unit (Oral) 
Liver Fraction 2 N.F. with Duodenum 
(Containing Intrinsic factor).... 100 mg. 
Vitamin Bi2 Activity concentrate. . 10 mcg. 
Ferrous Betainate HCI equivalent to: 
100 mg. of Elemental Iron 
18 cc. of N/10 HCi.......... 666 mg. 
Folic acid eeeereeereereee 1.4 mg. 
Ascorbic acid U.S.P.. 100 mg. 
Cobalt 20 mg. 
Molybdenum. Sees 1.5 mg. 
Copper. 0.50 mg. 
0.50 mg. 
*Unitage established before compounding 
Adults: 2 or 3 capsules daily with meals 
Bottles of 50 capsules (small, attractive, 
odorless) 


for better patient 
response...use the 
latest development 


in antianemia therapy 


ARMATRINSIC 


@ with new ferrous betaine hydrochloride... 
releases hydrochloric acid, important for 
proper iron absorption 


© provides complete therapy for all treatable 
anemias 


AND WHEN A LIQUID HEMATINIC IS PREFERRED 


prescribes ARMATINIC® 


FOR A FAST START AND VIGOROUS IMPROVEMENT 
Bottles of 8 and 16 fl.oz. 


Ads THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY «+ KANKAKEE, ILLINOIS 
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THE SOURCE 
OF RE-INFECTION 
CAN BE 


THE HUSBAND 


IN VAGINAL 
TRICHOMONIASIS 


HE available evidence indicates that one of 
7.3 four or five adult women harbor the 
parasite.”! In many cases coitus must be re- 
garded as a method of transfer.” 


Jnfests the male, too — “The infestation in 
males is probably more common than realized 
and will more frequently be recognized. . . .”* 
Karnaky reports the infection in the urethra, in 

the prostate or under the prepuce of 38 among 150 husbands 
with infected wives.* 


Symptoms often absent — In the female, trichomonas vagi- 
nitis is a well recognized condition . . . but in the infected 
males signs and symptoms are usually absent.? Or the infec- 
tion causes little concern because it is transient and mild. 


Prevent re-infection — “Eradication of the parasites in 
both sexual partners is of course ideal . . . obviously a 
condom is the most effective mechanical barrier.”? 


Prescription of condoms — To prevent re-infection take 
special measures to win the cooperation of the husband 
when you prescribe use of a condom. Writing for Schmid 
condoms assures high quality, makes purchase less embar- 
rassing. 

If there is anxiety that the condom might dull sensation, 
prescribe XXXX (rourex)”® membrane skins pre-moistened, 
and like the patient’s own skin. For those who prefer a 
rubber condom, prescribe RAMSES® — transparent, tissue- 
thin, yet strong. 


Suggest use of a condom for four to nine months after 
the wife is trichomonad-free. 


Treatment of the wife — The Davis technict using 
Vacisec® liquid explodes trichomonads within 15 seconds of 
douche contact® with “over 90 per cent apparent cures .. .”6 
Vacisec (originally “Carlendacide”) is also available as 
jelly. 

Vacisec, XXXX (rournex) and RAMSES are registered trade-marks 


of Julius Schmid, Inc. 
+Pat. App. for 


References: 1. Trussell, R. E.: Trichomonas Vaginalis and Tricho- 
moniasis, Springfield, Ill., Charles C Thomas, 1947, 2. Lanceley, 
F., and McEntegart, M. G.: Lancet 1:668 (April 14) 1953. 3. 
Strain, R. E.: J. Urol. 54:483 (Nov.) 1945. 4. Karnaky, K. J.: 
Urol. & Cutan. Rev. 48:812 (Nov.) 1938. 5. Davis, C. H.: J.A.M.A. 
157:126 (Jan. 8) 1955. 6. Davis, C. H.: West. J. Surg. 63:53 
(Feb.) 1955. 


JULIUS SCHMID, INc. 
Prophylactics Division 
423 West 55th Street, New York 19, New York 
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professional standing. The organization is a national 
society of physicians engaged in the practice of pre. 
ventive medicine and public health and is certified 
by the American Board of Preventive Medicine. 

The West Virginia Tuberculosis and Health Asso. 
ciation has recently re-elected Dr. Harold H. Howell, 
Madison, president of the Association. 

The following doctors were recently elected to hon- 
orary life membership in the West Virginia State 
Medical Association: Dr. Guy H. Michael, Parsons, 
Dr. Harry S. Keister, Fairmont, Dr. William A, 
Adams, Parkersburg, Dr. Stephen W. Bull, Spencer, 
Dr. Ludwig Frank, London, England, and Dr. Ray 
Kessel, Ripley. 

Dr. Herbert M. Beddow, Charleston, has been elect- 
ed president of the West Virginia chapter of the 
Medical College of Virginia Alumni Association. 

Dr. Chesney M. Ramage, a prominent Fairmont 
surgeon, is the author of a novel, “The Brazen Ser- 
pent,” which has just been published by Vantage 
Press, Inc., New York City. 

Dr. Archer A. Wilson, Charleston, pioneer neuro- 
logical surgeon in the Kanawha valley, was honored 
recently by being presented with a bronze plaque. 
The presentation was made by Dr. Walter G. J. 
Putschar, Charleston, who is director of the Depart- 
ment of Postgraduate Medical Education at the 
Charleston General Hospital. 


Continued on page 78 


CORNELL UNIVERSITY MEDICAL COLLEGE 


announces 


a Postgraduate Course in 


THE TREATMENT OF FRACTURES 
AND OTHER TRAUMA 


at 
The Hospital For Special Surgery 
New York Hospital — Cornell Medical Center 


June 4-9, 1956 
in New York City 


This six-day course will be given by members of the 
Cornell University Medical College faculty, serving on 
the staff of the Center hospitals. In addition to frac- 
tures and dislocations, the course will offer a compre- 
hensive review of the treatment of other traumatic 
conditions, including burns, shock, hand injuries, and 
.trauma to abdomen, chest, and nervous system. 

Living accommodations will be available to postgrad- 
uate students and their wives in the Cornell Medical 
College Student Residence, Olin Hall. 


Tuition: $150.00. Enrollment Limited 
For further information write to: 
Dr. Preston A. Wade 
Cornell University Medical College 
1300 York Avenue 
New York 21, New York 
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Donnatal Extended Action Tablets 


For truly dependable prolonged 
spasmolytic action, Donnatal 
Extentabs are constructed on a 
new principle, to release the 
equivalent of 3 Donnatal tablets 
gradually and uniformly... to 


provide sustained therapeutic 
effect for 10 to 12 hours. One 


Extentab morning and night thus — 3 
as sures “round-the-clock” action. 


Each Donnatal Extentab contains: 


_ Hyoscyamine Sulfate . . 0.3111 mg. 
_ Atropine Sulfate . ... 0.0582 mg. 


Also available DONNATAL: 
tablets, capsules ond elixir 


A. H. ROBINS CO., INGC.- RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


*Trade Mork 


N OW tor spasmolytic action— 
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@ Modern Treatment Facilities @ Psychotherapy Em. 
\ phasized @ Large Trained Staff @ Individual Attention 
\ @ Capacity Limited @ Occupational and Hobby 
Therapy @ Supervised Sports @ Religious Services 

Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimv- 
lating better appetites and stronger bodies. . . all on 
Florida’s Sunny West Coast . 

° : Rates Include All Services and Accommodations 


A M O DERN H O S Pp " TA L F Oo R Brochure and Rates Available to Doctors and Institutions 


Medical Director—Samuel G. Hibbs, M.D. 
EMOTIONAL READJUSTMENT Associate—Walter H. Wellborn, Jr., M.D. 
RPO | L John U. Keating, M.D. Samuel R. Warson, M.D. 
Zack Russ, Jr., M.D. Arturo G. Gonzalez. M.D, 
Phone: Victor 2-1811 


for a spastic Gul 


integrated relief... TABLETS (yellow, coated), each containing 
g f 50 mg. Trasentine® hydrochloride (adiphenine 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 


CIBA visceral spasmolysis 
Summit, N. J. mucosal analgesia 2a 


76 
gunstin® | 
' 


VOLUME 49 SOUTHERN MEDICAL JOURNAL 77 


normal physiological approach to 


OSTEOARTHRITIS 


neuritis * sciatica * neuralgia 
gout ¢ rheumatoid arthritis 


bby 

ices 

. relief from pain 

on 
high-level analgesia of DIPY- 
RONE ... plus antirheumatic 


Salrin (salicylamide, W-T) ... 


), aids the patient to return to 
more normal, comfortable 
.D. 


living. 
on degenerative process 
glucuronic acid encourages re- 


pair of connective and fibrous 
tissue. 


GLU-SALGIN Capsules Warren-Teed: 
glucuronolactone grs., 
Salrin (salicylamide, W-T) 5 grs., 
dipyrone grs. 
Bottles of 100 and 500. 


THE WARREN-TEED 
PRODUCTS COMPANY 


e 
COLUMBUS 8, OHIO 


4 
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VITAMINS LEDERLE 


COMPLEX 


Separate packaging of dry vitamins 
and diluent (mixed immediately be- 
fore injection) assures the patient a 
more effective dose. May also be 
added to standard IV solutions. 


Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 
Thiamine HCI (B,) 10 mg. 
Riboflavin (B,) 10 mg. 
Niacinamide 50 meg. 
Pyridoxine HCI (B,) 5 meg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Vitamin B,, 15 mcgm. 
Folic Acid 3 mg. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 
PEARL RIVER, NEW YORK 


PREG. U.S. PAT. OFF. 
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Dr. R. C. Newman, Spencer, has been named coroner 
of Roane County to succeed Corder Douglas who has 
resigned recently. 

Dr. C. L. Terlizzi, Huntington, has been recently 
certified by the American Board of Obstetrics and 
Gynecology. 

The Brooke County Medical Society at a recent 
meeting named a grievance committee composed of 
Dr. Ralph McGraw, Follansbee, Dr. W. T. Booher, 
Wellsburg, and Dr. James E. Wise, Follansbee. 

Officers of the Mason County Medical Society are 
Dr. Carl W. Thompson, Pt. Pleasant, president, and 
Dr. C. G. Maloney, also of Pt. Pleasant, was elected 
secretary-treasurer. 

The McDowell County Medical Society has elected 
Dr. Otis E. Linkous, Jr., Welch, president, Dr. G. L, 
LeBeay, Jr., Elbert, was named vice-president, Dr. 
Thomas E. Fitz, Welch, treasurer, and Dr. John H. 
Burke, Pageton, member of the board of censors. Dr. 
F. L. Johnston, Welch, was renamed secretary. 

Dr. George L. Arnbrecht, Wheeling, was elected 
president of the Ohio County Medical Society. Other 
new officers are as follows: Dr. Joseph L. Cuny, 
vice-president, Dr. W. E. McNamara, Jr., secretary, 
and Dr. A. J. Niehaus, treasurer. 

The Raleigh County Medical Society has elected 
Dr. John W. Whitlock, Beckley, president, Dr. W. H. 
Rardin, vice-president, and Dr. C. W. Merritt, secre- 
tary-treasurer. The newly elected officers assumed 
their duties January, 1956. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private hospital for the neuro- 
logical practice of Drs. Beverly R. 
Tucker, Howard R. Masters and James 
Asa Shield. 


The Tucker Hospital is for the treat- 
ment of nervous and endocrine diseases. 
There are departments of massage, me- 
dicinal exercises, hydrotherapy and 
physiotherapy. The Hospital is large and 
bright, surrounded by a lawn and shady 
walks, large veranda and has a roof 
garden. It is situated in the best part of 
Richmond and is thoroughly and mod- 
ernly equipped. The nurses are specially 
trained in the care of nervous cases. 
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L. In a clinical evaluation of S.K.F.’s relatively new, non-narcotic analgesic 
—‘Daprisal’— it was found that “mood elevation obviously was the 
Dr. key to the heightened analgesic potency of the preparation.” 
aa In summing up, the investigator reported that three points were 
ther “particularly clear: (1) the analgesic efficacy of the preparation was at 
uty, least equal—if not superior—to that of aspirin-phenacetin-caffeine- 
= codeine; (2) side effects—when they did occur—were mild; (3) a 
ian definite sense of well-being was observed in the majority of patients 
treated.” 
anal He concluded that “‘the first two points alone would make ‘Daprisal’, 
as a non-narcotic, preferable to any preparation containing codeine. 
The third point constitutes a definite therapeutic ‘bonus’ since there 
a are few clinical conditions which are not benefited by an improvement 
in the mood of the patient.” 
1 Hanes, C.B.: Am. Pract. & Dig. Treat. 6:602, 1955. 
Je 


Try ‘Daprisal’ in such conditions as chronic headache, low back pain, 
) arthritis, traumatic pain. You will find it a very useful agent— 
especially when the pain is moderately severe. 


: DAPRISAL”* 


It contains the mood-elevating components of 


at- Dexamyl* and two highly effective analgesics 
es. 
ne- 

nd Smith, Kline & French Laboratories, Philadelphia 
idy 
oof Formula: Each ‘Daprisal’ tablet contains Dexedrine* Sulfate (dextro- 

of amphetamine sulfate, S.K.F.), 5 mg.; amobarbital, 12 gr. (32 mg.): acetyl- 
od- salicylic acid, 22 gr. (0.16 Gm.); phenacetin, 2! gr. (0.16 Gm.). ‘Daprisal’ 
lly is available, on prescription only, in bottles of 50. 
ses. *T.M. Reg. U.S. Pat. Off. 
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‘ 
4 HILL CREST SANITARIUM 
Established in 1925 
FOR NERVOUS AND MENTAL DISEASES 
Out-Patient Clinic and Offices 


James A. Becton, M.D., Physician-in-charge 


James Keen Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


Phones 9-1151 and 9-1152 


To build giant-size appetites, prescribe... 


Redisol. 


CRYSTALLINE VITAMIN 8., 


Major ADVANTAGES: Helps youngsters gain weight. Stimulates hemo- 


poiesis. Cherry-flavored Elixir or soluble Tablets readily blend with 
milk, juices, infant formulas. 


Philadelphia 1, Pa. 


DIVISION OF 
Supplied as Reptsot. Tablets: 25, 50, 100, 250 mcg.; Elixir: 5 meg. per 5 cc.; MERCK & CO,, I 
Injectable: 30, 100, 1000 mcg. per cc. 
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Trichomontastis: 89.9% cure rate’ in one menstrual cycle 


Your patient’s symptoms disappear within 72 hours 
with this dual regimen. The thoroughness of insuf- 
flation in the doctor’s office and convenience of 
suppositories at home result in a high cure rate. 


@ 89.9% cure rate, shown in 4 clinical studies*, 108 
cases, including many which were refractory to pre- 
vious therapy. Results in one menstrual cycle plus a 
few days, with this dual treatment method. Few 
recurrences, demonstrated by repeated microscopic 
examinations 
office treatment: insufflate Tricofuron Powder twice 
the first week and once a week thereafter 


home treatment: first week—patient inserts one 

Tricofuron Suppository each morning and one each 

night at bedtime. Thereafter: one suppository a day one cycle regimen 
—a second if needed-to maintain trichomonacidal 

action 


Suppositories contain 0.25% Furoxone® (brand of furazolidone) + 
in a water-miscible base, hermetically sealed in green foil. Box I I 21C OF | J R ON 
of 12. Powder contains 0.1% Furoxone in water-soluble powder VAGINA, SUPPOSITORIES PONDER 


base composed of lactuse, dextrose, and citric acid; bottle of 2 q si 
30 Gm Personal Communication to Medical Depa Eaton 
: Detailed information available on request. 


lass of antimicrobials 
EATON LABORATORIES, Norwich, N.Y.. NITROFURANS nor sulfes 
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The choleretic action of CHOLOGESTIN 
is indicated in many hepatic disorders. 
According to Goodman and Gilman (Phar- 
macological Basis of Therapeutics, 2nd ed., 
1955, p. 1045) “the bile salts and acids are 
widely employed in various types of hepatic 
disorders. The absence of bile in the intestinal 
tract causes deficiencies in digestion and 
absorption.” 


CHOLOGESTIN contains salicylated bile 
salts, the most potent choleretic. Recom- 
mended dose, | tablespoonful in cold water 
after meals. 


TABLOGESTIN, 3 tablets, are equivalent 
to | tablespoonful of Chologestin. 


F. H. STRONG COMPANY 
112 W. 42nd Street New York 36, N.Y. SM-2 


Please send me free sample of TABLOGESTIN together with 
literature on CHOLOGESTIN. 


STREET... 


FEBRUARY 1956 


TULANE UNIVERSITY 


SCHOOL OF MEDICINE 


DIVISION OF GRADUATE 
MEDICINE 


Pediatric Neurology 
Feb. 27-March 3, 1956 


Industrial Medicine Apr. 12-13, 1956 


For Detailed Information Write 


DIRECTOR 


1430 Tulane Ave. New Orleans 12, La. 


PLAN NOW TO ATTEND 
The Nineteenth Annual Meeting of 


THE NEW ORLEANS 
GRADUATE MEDICAL ASSEMBLY 


Feb. 27, 28, 29 and Mar. 1, 1956 


NINETEEN OUTSTANDING GUEST SPEAKERS 
CLINICOPATHOLOGIC CONFERENCES 
OVER 100 TECHNICAL EXHIBITS 
THREE ROUND-TABLE LUNCHEONS 
MEDICAL MOTION PICTURES 
COLOR TELEVISION 
SYMPOSIA 
All-Inclusive Registration Fee, $20.00 


THE POSTCLINICAL TOUR to the WEST INDIES 
AND CENTRAL AMERICA BY PLANE 
visiting 
PUERTO RICO — VIRGIN ISLANDS — HAITI 
JAMAICA — PANAMA — GUATEMALA 
leaving from New Orleans on March 2 
For information concerning the Assembly meeting 
and tour, write 
Secretary, Room 103, 1430 Tulane Avenue 
New Orleans 12, Louisiana 


youre 
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WESTBROOK SANATORIUM 


oA private psychiatric hospital em- Staff PAUL V. ANDERSON, MD. 
resent 
REX BLANKINSHIP, MD. 
Medical Director 
JOHN R. SAL NDERS, M.D. 
sulin, psvchotherapy, occupational and 
THOMAS F. COATES, MD. 


ploying modern diagnostic and treat- 


ment procedures—clectro shock, in- 


recreational therapy—for nervous and 


: JAMES K. HALL, JR, MD. 
mental disorders and problems of Associate 


addiction. 


P. O. Box 1514 


R. H. CRYTZER, Administrator 
RICHMOND, VIRGINIA Phone 5-3245 Ao 


Brochure of Views of our 125-Acre Estate 
~ Sent on Request 


Browne-McHardy Clinic 


® Diagnostic and Therapeutic 
Facilities 

Gastroenterology 

® Radiology—X-ray and hing 
Radium therapy 


Departments 

® Urology Ag 


® Hotel facilities available 


3636 ST. CHARLES AVENUE 
Phone TYler 2376 * New Orleans, La. 


56 83 
Lar 
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In a recent study! of 53 patients with 
various types of pyodermas, the use of 
BACIMYCIN Ointment “... resulted in a 
cure rate of 88%...” and not a single 
case of sensitization or primary irrita- 
tion occurred. 

Impetigo, infectious eczematoid der- 
matitis, atopic eczema, secondary in- 
fections superimposed on dermatitis 


CURE RATE 


wide variety 


LABORATORIES, INC. MOUNT VERNON, NEW 


FEBRUARY 1956 


venenata, and folliculitis were among 
the common skin infections thot 
showed marked improvement with 
BACIMYCIN therapy. 
Supplied in %-oz. tubes for prescrip: 
tions; in 100 gm. jars for hospital use. 
Literature and samples on request. 


1. Greenhouse, J. M., and Ryle, W. C.: A.M.A. Arch 
Dermat. & Syph. 69:366, Mar., 1954. 
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‘ 


ELI LILLY AND COMPANY 


Guay 


TY 
RESEARCH INTEGR) 


Qu ALITY / 


(ETHINAMATE, LILLY) 


the nonbarbiturate sedative with a four-hour action span 


The very short action of ‘Valmid’ per- 
mits your insomnia patient a quicker 
onset of normal sleep and a completely 
refreshed awakening. ‘Valmid’ also 
provides a wide margin of safety. Kid- 
ney or liver damage does not contra- 
indicate its use. 

For your next patient with simple 


INDIANAPOLIS 6, 


insomnia caused by mental unrest, 
excitement, apprehension, or extreme 
fatigue, consider ‘Valmid’ for gentle, 
restful sleep. 


DOSAGE: Prescribe 1 or 2 tablets (usu- 
ally 1 suffices) to be taken about twenty 
minutes before bedtime. 


INDIANA, U.S.A. 


624006 


alm 
use. 
quest. 
A. Arch. 
N You 
EW 


on calls for GHE- ono 
1 can! make the treatmaht pletisupit by pres 
PALMITA TE “bildre tae 
vored suspension, missed doses ang: 
are avoide h is willingly 
Precise ent as ted; iS easier forthe: 
The fact that! it needs no. 
IMYCETIN is a potent agent atid, because’ ¢ 
have been associated witht its administrate it should not be 
for minor infeetions. as with iether isto» 
should be madéwhen the’ ient requires profongedor therany. 


supplied: SUSPENSION CHL IYCETIN PAL MST ATS 


‘Parke-Davis} 
SUSPENSION C 
taste of this cust 


- 


‘a 


